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trolied dosage by aerosol 


Available with either of the two 
outstanding bronchodilators 


Medihaler-EPI® 


Epinephrine bitartrate, 7.0 mg. per cc., suspended in inert, nontoxic 
aerosol vehicle. Contains no alcohol. Each automatically measured 


dose contains 0.15 mg. epinephrine 


Medihaler-ISO® 


Isoproterenol sulfate, 2.0 mg. per cc., suspended in inert, nontoxic 
aerosol vehicle. Contains no alcohol. Each automatically measured 
dose contains 0.075 mg. isoproterenol. 


Optimal effect from Minimal Dosage Northridge, California 
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SPRAY-ON WOUND DRESSING 
A WATERPROOF, PRACTICALLY INVISIBLE DRESSING 


@QUICKLY APPLIED @EASILY REMOVED 
@FLEXIBLE @NON-IRRITATING 


In The Operating Room 

Insoluble dressing for pediatric surgery 
Line incisions, especially those adjacent 

to a colostomy or ileostomy 

Paracentesis 

Venipuncture 

Minor surpery such as cyst or mole removal 
Prophylactic covering over gauze dressings 


In The Emergency Room or Physician's 
Minor Surgery... Small Abrasions . ©. 

sutured Lacerations ... Sealp Wounds 

Hard to Bandage Areas Such as Fingers, Toes, 
Elbows and Knees 
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‘The A.M.A. Council on Occupa- 

tional Health hold its 
20th annual Congress on Indus- 
trial Health in Charlotte, N. C., 
October 10-12. The program will 
include discussions. on: 
“Occupational Health 
in Smali Employee Groups,” 
“Mental and Emotional Health 
in Industry,” and “When Should 
My Patient Return to Work?” 

Papers to be presented include: 
“Health Hazards from Ionizing 
Radiation” by CHARLES L. DUN- 
HAM, M.D., Director of the Divi- 
sion of Biology and Medicine, U. 
S. Atomic Energy 
and “Occupational Health in Ag- 
riculture” by FRANKLIN H. TOP, 
M.D., Professor of Preventive 
Medicine at the State University 
of Iowa College of Medicine. N. H. 
COLLISON, Vice President of the 
Olin Mathieson Corporation, will 
speak on “What Management 
Expects of an Occupational 
Health 

The annual will be 
addressed by E. VINCENT ASKE”, 
M.D., President of the American 
Medical Association. WILLIAM P. 
SHEPARD, M.D., Chairman of the 
Council on Occupational Health, 
will preside over the three day 
meeting. There is no registration 


will 


panel 
Programs 


Commission, 


Program.” 
banquet 


fee. 


YILBERT B. MEYERS, M.D., has 
been appointed Medical Direc- 

tor of Socony Mobil Oil Com- 
pany’s installations at Paulsboro, 


N. J. He succeeds Chester L. 
Samuelson, M.D., who now heads 
the Ohio Oil Company’s Medical 
Department. 

A native of Pittsburgh, DR. 
MEYERS attended Carnegie Insti- 
tute of Technology and is a grad- 
uate of St. Vincent College, Lat- 
robe, Pa. He received his M.D. 
degree from the University of 
Pittsburgh Medical School in 
1947. He is an Assistant Profes- 
sor in Public Health and Preven- 
tive Medicine at Hahnemann 
Medical College, Philadelphia. His 
most recent position was Man- 
ager of Health Services at RCA’s 
Camden, N. J., plant. 


Symposia on Vision in Indus- 

try and Industry’s Job in Re- 
habilitating the Handicapped will 
highlight occupational health 
nursing sessions of the 48th Na- 
tional Safety Congress, the an- 
nual convention of the National 
Safety Council, which will be 
held Oct. 17-21, 1960, in Chicago. 

The symposium on Vision in 
Industry will be concerned with 
the care of industrial workers’ 
eyes. Talks will be given by EARL 
H. MERZ, M.D., ophthalmologist, 
Chicago; STELLA L. BRUEGGAN, 
R.N., of the Illinois Society for 
the Prevention of Blindness, Chi- 
cago, and JAMES E. 0’NEIL, Indus- 
trial Service Director, National 
Society for the Prevention of 
Blindness, New York City. 

In the session on Rehabilita- 


tion in Industry, L. s. SMITH, Di- 
rector of Public Relations, Thil- 
many Pulp & Paper Co., Kau- 
kauna, Wis., and FRED Ss. MAR- 
SHALL, M.D., Medical Advisor, 
Fox Valley Sheltered Workshop, 
Appleton, Wis., will discuss 
placement and rehabilitation of 
handicapped persons in industry. 


ew York University announces 
the publication of New York 
University Workmen’s Compen- 
sation Study. This study was 
done at the request of and under 
a contract from the New York 
State Workmen’s Compensation 
Board. It contains an analysis 
and discussion of such subjects 
as the current medical care sys- 
tem in New York State, alternate 
systems of medical care, early 
referral, the economic aspects of 
rehabilitatien, financial benefits 
during rehabilitation, state-oper- 
ated rehabilitation centers, ‘‘com- 
pulsory” rehabilitation, contro- 
verted cases, rehabilitation fa- 
cilities in New York State and 
the implications for workmen’s 
compensation of other systems 
of disability benefits. 
The statistical section contains 
a detailed analysis of 1,390 cases 
closed in 1957 covering type of 
insurance coverage, types of in- 
jury, type of settlement, type of 
settlement by major injury, re- 
ferrals for rehabilitation, type 
of injury among persons referred 
for rehabilitation, average treat- 
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ATARAX ENCOMPASSES MORE PATIENT NEEDS...LETS YOU 
CHART A SAFER, MORE EFFECTIVE COURSE TO TRANQUILITY 


ATARAX has a wide range of flexibility . . . from 
mild adult tensions and anxieties to full-blown 
alcoholic episodes . . . from the behavior dis- 
orders of childhood to the emotional problems 
of old age. Why? Because it gives you maximum 
adaptability of dosage . . . works quickly and 
predictably . . . is unsurpassed in safety. 


ATARAX Offers extra pharmacologic actions 
especially useful in certain troublesome con- 
ditions. It is antihistaminic and mildly anti- 
arrhythmic, does not stimulate gastric secre- 
tions. Hence it is well suited to the needs of 
your allergic, cardiac and ulcer patients. 


Have you discovered all the benefits of 
ATARAX? 


Dosage: Adults, one 25 mg. tablet, or one tbsp. Syrup 
q.i.d. Children, 3-6 years, one 10 mg. tablet or one tsp. 
Syrup t.i.d.; over 6 years, two 10 mg. tablets or two tsp. 
Syrup t.i.d. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bot- 
tles of 100. Syrup, pint bottles. Parenteral Solution: 
25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 
2 cc. ampules. Prescription only. 


Complete bibliography available on request. 


ATARAX 
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PASSPORT TO TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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ment days, and average cost of 
treatment. The study was done 
on an all-University basis with 
the major responsibilities taken 
by the Institute of Labor, Rela- 
tions and Social Security and the 
Institute of Physical Medicine 
and Rehabilitation, New York 
University Medical Center. Copies 
of the study in bound book (300 
pages; 6” x 9”) can be ordered 
from the Institute of Physical 
Medicine and Rehabilitation, New 
York University Medical Center, 
400 E. 34th Street, New York 16, 
New York, Attn: Workmen’s 
Compensation Study. The price is 
$6.50. 


I OBERT L. LEMBKE, M.D., Pryor, 

Okla., has been appointed 
staff physician in Continental Oil 
Company’s medical division, with 
headquarters at Ponca City, 
Okla., it was announced by W. 0. 
ARMSTRONG, M.D., Medical ' Direc- 
tor. 

DR. LEMBKE served in the Unit- 
ed States Navy during World War 
II and received his doctor of medi- 
cine degree in 1950 from the Uni- 
versity of Oklahoma School of 
Medicine. 

For the past nine years, he 
has been practicing general medi- 
cine at Pryor, where he has been 
chief of staff at Grand Valley 
Hospital. 


AVID TINGLE, M.D., was ap- 
pointed District Medical Di- 
rector for the Frick Coal District, 
U. S. Steel Corporation, Union- 
town, Pa., it was announced by 
R. B. O’Connor, M.D., Medical 
Director, U. S. Steel Corporation. 
DR. TINGLE was graduated from 
the University of Sheffield Medi- 
cal School, Yorkshire, England, 
in 1952. He received a Diploma in 
Public Health and in Industrial 
Health from the London School of 
Hygiene in 1956. DR. TINGLE 
served his internship at the Shef- 
field Royal Infirmary and West- 
ern Hospital, Doncaster, both in 
Yorkshire, England. He served as 
a Medical Officer in the Royal Air 
Force in 1953-4. Following his re- 


THE INDUSTRIAL DOCTOR 


(Reg. U.S. Pat. Off.) 
Now combined with 
INDUSTRIAL MEDICINE 
and SURGERY 
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lease from the service, he was in 
general industrial medical prac- 
tice in Sheffield, Yorkshire, and 
Dagenham, Essex, England. He 
served as Assistant Health Offi- 
cer, Reading, England in 1956-7. 
In 1957 he emigrated to this coun- 
try and served as the County 
Health Officer, Elizabethtown, 
North Carolina for one year. In 
1958 he began a Research Fellow- 
ship at Johns Hopkins Hospital 
School of Public Health, and very 
recently completed his course of 
study leading to a Doctorate in 
Public Health. 





Industrial Medicine and Sur- 
gery welcomes original manu- 
scripts. 

Manuscripts, including ref- 
erences or bibliography, should 
be typewritten double spaced 
and submitted as original copy. 
References should conform to 
the style of the Quarterly 
Cumulative Index Medicus 
(listing name and initials of 
author, title of article, journal, 
volume number, first page and 
year), and should be cited 
numerically in the order in 
which they appear in the text. 











Recognition from Canada has 
come to a U.S. Public Health 
Service scientist, LAURENCE IRV- 
ING, M.D., Chief Physiologist at 
the Arctic Health Research Cen- 
ter, with his election to honorary 
membership in the Canadian 
Physiological Society. In electing 
him, the Society cited his work 
in Canada and the close associa- 
tion he maintains with Canadian 
physiologists, especially in the 
field of environmental physiology. 
Announcement of the new hon- 
orary members — a small group 
of scientists particularly con- 
cerned with Canadian Physiology, 
was made at the Society’s annual 
meeting in Winnipeg. The Society 
is accepting honorary members 
for the first time in observance of 
of its 25th anniversary next year. 
DR. IRVING, the author of nu- 
merous scientific papers, has an 
honorary M.D. degree from the 
University of Oslo and an honor- 
ary Sc.D. degree from Bowdoin 
College. 


During his 12 years at the 
AHRC in Anchorage, Alaska, 
northernmost research station of 
the USPHS he has studied the 
physiology of arctic birds, ma- 
rine mammals, hogs and man, 
combining his two specialties, 
ornithology and physiology. 


iscussions on Occupational 
Health will be part of the 
American Public Health Associa- 
tion’s 88th Annual Meeting to be 
held in San Francisco October 
31 to November 4, 1960. “Noise 
as a Health Problem” and “Pub- 
lic Health Aspects of Agricultur- 
al Chemicals” are two of the top- 
ics listed in the program. 
More than 5,000 public health 
authorities are expected at the 
five-day meeting. 


ALTER F. BALEIKO, M.D., has 

joined Standard Oil Com- 
pany (Indiana) as physician in 
the general office medical depart- 
ment. He was formerly with 
Crane Company. After graduat- 
ing cum laude from Loyola Uni- 
versity School of Medicine, he 
served his internship at Cook 
County Hospital and was later 
medical resident there. He was 
also clinical assistant in medi- 
cine at Illinois Research Hospi- 
tal. In World War II he was 
commanding officer of a hospital 
ship platoon and a transport sur- 
geon as a Captain in the U. S. 
Army. 

DR. BALEIKO is a member of 
the American Medical Associa- 
tion, Illinois and Chicago Medical 
Societies, Industrial Medical As- 
sociation, and Health-In-Indus- 
try Committee of the Chicago 
Association of Commerce and 
Industry. 


LOMAX WELLS, M.D., and LO- 
"GAN T. ROBERTSON, M.D., have 
been reappointed to posts on the 
Medical Advisory Council of the 
American Association of Indus- 
trial Nurses. DR. WELLS, who is 
Medical Director of the Chesa- 
peake and Potomac Telephone 
Companies, Washington, D. C., 
will continue as Chairman of the 
Council. DR. ROBERTSON is an oc- 
cupational health consultant in 
Asheville, N. C. 
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Each tablet contains: * 
Provera (medroxyprogesterone acetate) 2.5 mg. 

Cardrase (ethoxzolamide) ? 

Levanil (ectylurea) : 2 

DOSAGE: 1 tablet 1 or 2 times daily, 5-10 days 

before the period. 

THE UPJOHN COMPANY / KALAMAZOO, MICHIGAN . 


GETS AT THE CAUSE 


to restore hormonal balance... 


corrective therapy Because Cytran contains the 
new progestin, Provera,t you can now reach the cause 
of premenstrual tension—hormonal imbalance. Estrogen- 
progesterone ratio is adjusted to more normal premen- 
strual balance. Thus even abdominal discomfort, shaki- 
ness, fatigue—symptoms incompletely controlled by 
mere symptomatic treatments—are effectively relieved. 


to comfort the patient... 


symptomatic therapy An effective diuretic 
(Cardraset) and a mild tranquilizer (Levanilt) afford 
symptomatic relief, while Provera works to effect a res- 
toration of hormonal balance. They also supplement the 
activity of Provera in those rare cases where restoration 
of hormone balance does not completely eliminate edema 
and anxiety /tension. orenpenann ——=«{TRAREMAR, BD. 6.8, GOs GFF, 
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Now—with 


Alvodine’ 


ethanesulfonate Brand of piminodine ethanesulfonate 


relief of severe pain 
without drowsiness or hypnosis” 


_ 66 99 _- 
new approach to “pure” analgesia 
Alvodine, a new potent narcotic analgesic which approaches “pure” analgesia, is unique 


among agents of its class because it is as effective as morphine but does not produce 
drowsiness, hypnosis or euphoria in the great majority of patients.** 

Alvodine is safer than morphine. It is free of both the high incidence and the severity of 
side effects associated with morphine. Respiratory and circulatory depression are rare 
with customary dosages. Nausea and vomiting are uncommon and, unlike opiates, 


Alvodine does not cause constipation. 


In contrast to most other analgesics Alvodine is fully effective when administered orally. 


Injection may be given for quick action or when parenteral use is indicated. 


Alvodine tablets, 50 mg., scored. Average oral dose for adults—from 25 to 50 mg. every 
four to six hours as required. Alvodine ampuls, 1 cc., containing 20 mg. per cc. Average 
subcutaneous or intramuscular dose for adults—from 10 to 20 mg. every four hours as 
required. Narcotic Blank Required. 


*Alvodine, trademark. 
**In more than 90% of patients. 




















When Alvodine is particularly useful 


Because Alvodine generally relieves pain without causing a “drugged” condition, it is 
especially useful in those clinical situations in which it is desirable to have the patient 


alert and comfortable. 


Postoperative analgesia 
Alvodine relieves postoperative pain promptly, without any narcotizing effect. Because 
patients remain awake, early and frequent mobilization is possible, and the risk of 


pulmonary hypostasis and venous stagnation is decreased. 


Ambulatory patients 


Because Alvodine does not tend to interfere with mental acuity, it is particularly indi- 
cated for patients whose pain or disease does not necessitate bed rest. Alvodine is 
effective orally as well as parenterally for visceral pain and pain caused by cancer or 


disorders of the muscular, skeletal or neurologic structures. 


Severe pain from cancer 
When the patient with cancer begins to need strong analgesia, he can take Alvodine by 
mouth. It is as effective as morphine in relieving pain but produces neither drowsiness 
nor euphoria. It permits the patient with cancer to remain alert longer and to continue 


his day-to-day activities longer. 
LABORATORIES 
New York 18, N. Y. 


Write for Alvodine brochure containing detailed information on 
clinical experience, addiction liability, side effects and precautions. 
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Because it acts by regulating a basic physiologic imbalance, 
Aldactone possesses multiple therapeutic advantages in treating 
edema. 

Aldactone inactivates a crucial mechanism producing and 
maintaining edema — the effect of excessive activity of the 
potent salt-retaining hormone, aldosterone. This corrective ac- 
tion produces a satisfactory relief of edema even in conditions 
wholly or partially refractory to other drugs. 

Also, Aldactone acts in a different manner and at a different 
site in the renal tubules than other drugs. This difference in 
action permits a true synergism with mercurial and thiazide 
diuretics, supplementing and potentiating their beneficial 
effects. 

Further, Aldactone minimizes the electrolyte upheaval often 
caused by mercurial and thiazide compounds. 

The accompanying graph shows a dramatic but by no means 
unusual instance of the effect of Aldactone in refractory edema. 

The usual adult dosage of Aldactone, brand of spironolactone, 
is 400 mg. daily. Complete dosage information is contained in 
Searle New Product Brochure No. 52. 

SUPPLIED: Aldactone is supplied as compression-coated 
yellow tablets of 100 mg. 


6.0. SEARLE « co., Chicago 80, Illinois. 


Research in the Service of Medicine. 








wet Mirs. L. S., Congestive Heart Failure 


pe | THT | TTT TT 





| 
| 


al TE ES Ae OS a a ane pee 
| | 1] | 














rT 
| 
| 
t 
| 














Aldactone 
400 mg./24 hrs. 


ai—t J ! 
TTT 
\ | | 
| : 4 
severe acidosis | | | ‘7 [. 
acetazoleamide | | | 
250 mg /Q.0.0 j | | 
KCI 3.gm /24hrs | | | | | i lysine HCI 30 gm./24 hrs 
NH, Cl 6 gm [24 hrs. ] prednisone 10 mg./24 hrs 
hydrochlorothiazide 100 mg./24 hrs ere 


——EE 











rf 





| 
| 
| 




































































maintained on digitalis 


EUS LL LTO 


(Days on Treatment) * PATIENT DISCHARGED. WEIGHT NORMAL 






































Be 



































No matter when sinus or frontal headache strikes, 
Sinutab; a medication designed to ease the symp- 
toms, quickly puts the worker back on the job. Sinutab 


aborts the pain, decongests to relieve 
pressure and calms the patient with Fon 
mild tranquilizing action. Easy-to-take 
Sinutab is supplied in bottles of 30 tablets. 7 


Dosage: 1 or 2 tablets every 4 hours. some rine. a 
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PARAPFLEX 


for relief of painful muscle spasm 


When unaccustomed or. too vigorous exertion 


results in disabling sprains or strains, PARAFLEX 


ae ’ brings prompt relief. A proven skeletal muscle 
relaxant, PARAFLEX rapidly relieves 


pain and stiffness, improves 
function, and facilitates recovery. 
Just a single 1- or 2-tablet dose ° 
provides these benefits 
for up to 6 hours. 
PARAFLEX 1s 
equally effective in 
other musculoskeletal 
disorders, such as 
myositis, whiplash injuries, 
low back pain, and fibrositis. 
Side effects are rare, 
almost never require 
discontinuance 
mesons 
Dosage: 1 to 2 tablets tid. or q.id 
Supplied: Scored, orange tablets, 
bottles of 50. Each tablet contains 


PARAFLEX Chlorzoxazone, 250 mg 


*U.S. Patent No. 2,895,877 
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Robitussin helps remove the cause of cough’ 





Glyceryl guaiacolate (Robitussin) exerts ‘‘the most 
intense and prolonged’’? expectorant action ‘‘of 
practically all drugs presently used clinically as 
expectorants.’’2 It increases the secretion of Re- 
spiratory Tract Fluid almost 200 per cent.? 


Increased R.T.F. helps liquefy sputum,24 making 
it less viscid and easier to raise? and enabling the 
upward-beating tracheal and bronchial cilia to be- 
come more efficient.*.5 


And increased R.T.F. provides a demulcent effect 
that helps soothe dry, irritated membranes lining 
the respiratory passages." 3-6 


Through these ‘‘significantly superior’’? expecto- 
rant effects, Robitussin increases the probability 
that a cough will achieve its natural purpose—that 
is, to remove irritants such as exudates or mucus 
from the respiratory tract.}.4.5 


Robitussin’ 


glyceryl guaiacolate, 100 mg., in each 5 cc. tea- 
spoonful 


Robitussin A-C 


glyceryl guaiacolate, 100 mg.; prophenpyridamine 
maleate, 7.5 mg.; and codeine phosphate, 10 mg.; 
in each 5 cc. teaspoonful 

Exempt narcotic 


references: 1. Blanchard, K., and Ford, R. A., Journal- 
Lancet, 74:433, 1954. 2. Cass, L. J., and Frederik, W. S., Am. Pract. 
Dig. Treat., 2:844, 1951. 3. Hayes, E. W., and Jacobs, L. S., Dis. 
Chest, 30:441, 1956. 4. Blanchard, K., and Ford, R. A., Clin. Med., 
3:961, 1956. 5. Blanchard, K., and Ford, R. A., Rocky Mt. M. J., 
Vol. 52, No. 3, 1955. 6. Boyd, E. M., et al., Can. M. Assoc. J., 54:216, 


1946, 


A.H.Robins 3 
Company Inc., Richmond 20, Va. 





CORT-DOME® 
(pH 4.6) 
0.25% micronized hydrocortisone 
alcohol in the exclusive ACID 
MANTLE® vehicle. 


™ 
NEO-CORT - DOME 
(pH 4.6) 
0.25% micronized hydrocortisone 
alcohol plus 5.0 mg./Gm. of neo- 
mycin sulfate in the exclusive ACID 
MANTLE vehicle. 


HYDROCORTISONE CARBO -CORT™ 
TOPICALS (pH 4.6) 
0.25% micronized hydrocortisone 
<< alcohol plus 3.0% liquor carbonis 
detergens in the exclusive ACID 
MANTLE vehicle. 


~ 


economical CORT-QUIN™ 
maintenance therapy (pH 4.5) 


7 0.25% micronized hydrocortisone 

in atopic dermatoses alcohol plus 1.0% diiodohydroxy- 
quinoline in the exclusive ACID 
MANTLE vehicle. 


Long-term use of topical steroids has a 
real advantages in most eczematous COR Bes QUIN 


diseases; but this means daily applications 0.25% micronized hydrocortisone 
for many weeks and even months after alcohol plus 1.0% diiodohydroxy- 


ee : ° " ine OK - f 
visible signs of the disease have p rorpmrtey ap raighee, ara 
disappeared.' The 0.25% hydrocortisone MANTLE vehicle. 


topicals afford therapeutic effectiveness 


at a fraction of the cost.? DOME ] 


1.) Stoughton, R. B.: Report To The Council ; The exclusive ACID MANTLE vehicle 


Steroid Therapy In Skin Disorders, J.A.M.A. potentiates tat) ingredients in DOME 
170:1311-1315 (July 11) 1959. 2.) Goodman, P d _ 
H.: Concentration of Topical Medications Dis- ola) ole igeltlels Mas ele Seo lilemilel iat 


ersed in Evaporating Vehicles with Particular H i idi 
er acl to Hydrocortisone Alcohol, Clin. Med. tains the normal protective acidity 


6:781-784 (May) 1959. of the skin...and facilitates healing. 


; Available as CREMES in 1 oz. 
it ity World Leader In Dermatologica/s tubes, 4 oz. and 1 Ib. jars; and 


NG 
(ay DOME CHEMICALS ING. as LOTIONS in 4 fl.oz. bottles. 


3 
i 
Ye New York - Los Angeles 


These preparations are also 
available with higher hydro- 
cortisone concentrations. 





CHYMORAL PRODUCED GOOD TO EXCELLENT RESULTS IN 8 OUT OF 
EVERY 10 CASES WITH NO REPORTED TOXICITY OR SIDE EFFECTS! 





condition no. of cases excellent/good fair no response 





contusions, lacerations, 
miscellaneous trauma 164 137 19 8 





fractures, sprains & strains 64 44 14 6 























TOTAL 228 181 33 14 
CONTROLLED INFLAMMATION... CURTAILED SWELLING... CURBED PAIN 





Chymoral cuts healing time where 
inflammatory complications prolong . 
the clinical course in 


Chymoral, a new ORAL anti- accide ntal 
inflammatory enzyme tablet formulated 

especially for intestinal absorption, or 
prevents or reduces inflammation of 

all types through systemic action surgical trauma 
... hastens absorption of blood 

and lymph extravasates (except of 

cardiorenal origin) .. . markedly 

and rapidly alleviates pain. The 

recommended dose of 2 tablets 

q.i.d. assures the patient of 400,000 

units of enzymatic activity daily. 


Each Chymoral tablet provides 
enzymatic activity equivalent to 50,000 
Armour Units, supplied by a purified 
concentrate which has specific 
trypsin and chymotrypsin activity 

in a ratio of approximately six to 

one. Bottles of 48 tablets. 


1. Billow, B. W., et a/.: South- 
western Med. 47:286, (May) 1960. 
2. Teitel, L. H., ef a/.: 

Indust. Med. 29:150 (April) 1960. 
3. Beck, C., et a/.: Clin. Med. 
7:519 (March) 1960. 

4. Clinical Reports to the 
Medical Dept., Armour 
Pharmaceutical Co., 1959. 


*/CHYMORAL tabs" 


© 1960, A. P. Co. 














ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINOIS © Armour Means Protection Aw 
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New ORAL DECONGESTANT 


afford a new degree of symptomatic relief from 


e SINUSITIS 
e THE COMMON COLD 
e ALLERGIC DISORDERS 


Minimizes the Hazard of Drowsiness on the Job 


as compared with other preparations containing antihistamines 
@ee0ae0e5«0eoee02eee4ee0e2e7e*9eeeee#ee4eeees1se34eeee@eeeeeeeneneeeeeneeeneeneee ee 8 


Dristan Decongestant Tablets—afford a new 
degree of relief from the symptoms of sinus- 
itis, nasal allergies, postnasal drip and the 
Unique 3-layer decongestant common cold by releasing: 
tablet development offers a 
combination of ingredients 
never before possible to put 


(1) A POWERFUL VASCOCONSTRICTOR 
... phenylephrine hydrochloride. This 
into a single tablet. shrinks swollen sinus membranes and pro- 
motes proper drainage. 


(2) A UNIQUE ANTIHISTAMINE... 
phenindamine tartrate. Rarely produces 
drowsiness. Controls the edema and dis- 
charge caused by offending allergens. 


DRIS TAN —Faster In Therapeutic Action 





Regular Enteric Coated Tablet 3-Layer Uncoated Dristan Tablet (3) viramin c. Under body stress 
such as fever and infectious diseases — 
the normal requirements double. The 
daily dose of Vitamin C in Dristan is 
more than twice the recommended daily 
allowance. 


(4) Approved apc formula... aspirin, 
phenacetin and caffeine. 














References: Annals of Allergy, Vol. 6. July-August 
Prefecsienst Heaglies on Megeels 1948. Study of a New Histamine Antagonist, The 
é “ys : Pennsylvania Med. J., Vol. 51. Clinical Study of a 
Ask the detail man from Whitehall Laboratories pes a : Bs : 
eae : New Antihistaminic Drug—Phenindamine. Dristan 
or send request on your professional letterhead to: ay 
Clinical Study. 


WHITEHALL LABORATORIJIE S 
22 EAST 40TH STREET, NEW YORK 16, N. Y. 





IMMEDIATE PAIN RELIEF 


FOR THE FIRST, SECOND AND THIRD DEGREE BURN VICTIM 
ALSO FOR SCALDS, WOUNDS, ABRASIONS AND LACERATIONS 


aerosol 


ANTISEPTIC. e BACTERICIDAL e FUNGICIDAL spray 


@ no benzocaine absorption 
@ minimizes or delays onset of shock 


@ absence of secondary infections 


after severe burns 


applied without touching 
sensitive affected areas 


» no skin desensitization 
does not retard wound healing 


crust formation appears 
early and is pliable 


® minimizes amount of scarring 


facilitates removal of eschars 


Available in 3 sizes: 3, 6 and 12 oz 


oivisionor DOHO 
N Y 


100 VARICK ST NEW YORK 13 


MANUFACTURED BY 


IN CANADA: DOHOW CHEMICAL CO 





Save a 
family breadwinner 
lost time from 


LOW BACK PAIN 
with 


Trancopal- 


Brand of chlormezanone 


effective oral skeletal 
muscle relaxant 
and 
mild tranquilizer 


4 
a 





lrancopal enables patients to resume their duties 
‘ / 
ff) /, fom one t O f WO day S / In a recent study of Trancopal in industrial medicine,* 


results from treatment with this “tranquilaxant” were good to excellent in 182 of 220 patients with muscle spasm 
or tension states. From clinical examination of those patients in whom muscle spasm was the main disorder, “. . . it 
was apparent that the combined effect of tranquilization and muscle relaxation enabled them to resume their normal 
duties in from twenty-four to forty-eight hours. ... It is our clinical impression that Trancopal is the most 


effective oral skeletal muscle relaxant and mild tranquilizer currently available.”* 
Side effects occurred in only 12 patients, and: “No patient required that the dosage be reduced to less than one 


Caplet three times daily because of intolerance.”* 

Dosage: Adults, 200 or 100 mg. orally three or four How Supplied: Trancopal Caplets® 

times daily. Relief of symptoms occurs in from fifteen 200 mg. (green colored, scored), bottles of 100. 
to thirty minutes and lasts from four to six hours. 100 mg. (peach colored, scored), bottles of 100. 


*Kearney, R.O.: Current Therap. Res. 2:127, April, 1960. (Ij 
uithnop LABORATORIES / New York 18, N.Y. isiom 


T pa! (brand of chior ) and Caplets, trademarks reg. U.S. Pat. Off.* 








“an ideal adjuvant 
to open therapy of BURNS...” 


BETADINE™ 
AEROSOL SPRAY 


(ACTIVE INGREDIENT: POVIDONE IODINE*) 


provides iodine’s microbicidal activity, 
yet will not sting, burn, irritate; 
minimizes the risk of iodine sensitization 
even on denuded skin areas.’ 


BETADINE AEROSOL SPRAY in burn therapy —prevents infection, has vnexcelled 
topical pathogenicidal activity; it avoids the discomfort and necessity of large 
dressings; forms a baeteria-free eschar aiding epithelization; helps reduce the 
loss of electrolytes and body fluids; eliminates nowious odors common to burn 
wounds; Betadine Aerosol Spray also aids in skin transfer procedures. 


NOW TO USE: Betadine Aerosol Spray should be applied with minimum delay over the entire injured area. Apply twice daily for first three days 
snd once daily thereafter until separation of the eschar begins. INDICATIONS: In “prepping” procedures Betadine Aerosol Spray eliminates th« 
staid of Querebial colony transfers, minimizes destruction of tissue, helps maintain sterile field throughout operation, covers body crevices 
time SUPPLIED: Betadine Aerosol Spray: 3-oz. bottle. ALSO AVAILABLE: Betadine Antiseptic Solution: 8 16-07., and l-ge 





pial pathogenicide in acute and chronic skin infections, effective against antibiotic resistant organisms, including stap Pus 
S& TAILBY-NASON COMPANY, INE, Dover, Delaware 


1. Garhes, A.L,; et al: An 





HYDELTRA-TBA, 


(Prednisolone tertiory-butylacetate, Merck) 


for relief that lasts — longer 


Acute ¢ 


Bur 


in MYOSITIS~— 
relieves 
pain and 
disability 





7 DOSAGE: the usual intra-articular, intra-bursal 
or soft tissue dose ranges from 20 to 30 mg. 


ti 2 infl m mator 4 , depending on location and extent of pathology. 

Ant a y | Hydrocortisone Acetate | (6 days—37.5 mg.) f \ SUPPLIED: Suspension ‘HypeLTRA’-T.B.a. 20 

effect lasts longer ; mg./cc. of prednisolone tertiary-butylacetate, 
3 


: a 3 in 5-cc, vials. 
than that provided == « 401-20 me. four 
by any other Eras | ad 


Steroid ester (13.2 daye—20 me.) MERCK SHARP & DOHME 


PHILADELPHIA 1. PA 





KEEPS 
THE STOMACH 


FREE OF PAIN 


KEEPS 
THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN TWO 2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 


POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. WW) 





Pen ~ 
Sto 


6x36 INCHES 


Fine Mesh Absorbent Gaure (44/36) 


SEBROUGH-POND’S INC 
Bx 3 PAD 


‘atta 


rnsoe VASELINE ==*« « 
PETROLATUM GAUZE U.S.P. 


impregnated with White Petrolatum 


STERILE 


UNOPENED Eh 


VASELINE --- 
ETROLATUM GAUZE U.S P 
TERILE 1x36 INCHES 


re 


; x > q ‘ | 
i: Pap :; 2 


SIX SIZES 


a thousand and one uses 


The wide range of sizes of ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. gives it a thousand 
and one uses in the hospital and the office treatment room. As a pressure dressing in sur- 
gery ... an occlusive dressing in burns... an emollient dressing on dry and nonacute skin 
lesions . . . a packing in nose, eye, and ear procedures . . . here is a dressing that is conven- 


ient to use and of guaranteed, sealed-in sterility. 


@eoeeeeereeeeee SOSH EEEEESETEEHEHEHEEHTEHEHEHEHHEHE EE ESESOERESEO EEE 
. 


14%" x 72” Selvage-edged Packing - area burns, pilonidal cysts, small + stumps, urological and proctological 


packings. - work, and many other surgical 


Cin disposable plastic tube) 
procedures p.r.n. 


wher “ nose, ear canal, “ eye + 3” x 9” Strip, and 3” x 3” Pad 
. _ " : - e e ” ” 2 

OEE; CHRINONES FHHEETEM, EENS : (in heat-sealed foil envelope) 3” x 36” Strip 

plasty, ocular evisceration or other (in heat-sealed foil envelope) 

surgical intervention, nasal hemor- When a larger dressing is needed for 

r . ee spams 

hage the indications above. 


6” x 36” Strip 


Skin grafts, colostomies, small-area 
wounds — traumatic or surgical. 


. 3” x 18” Strip 
1” x 36” Strip : (in heat-sealed foil envelope) 
Cin heat-sealed foil envelope) Burns, dermabrasion, traumatic (in heat-sealed foil envelope) 
Circumcisions, finger dressings, hand : wounds, eschar removal, abrasions, Extensive burns, pemphigus, cancer 
surgery, podiatric anna small- : sees fractures, ee : _ resections, large-area wounds. 


eeeeeeeeeeeeeeeee 


eeeeeeeeeseeeereeeere ccccccccccccce POUUTUTETELELETILILI TITTLE 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division * Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is a registered trademark of Chesebrough-Pond’s Inc, 





toms: exerts antispasmodic effect for effec- 
relief of 


when sensitive patients 2.00.0: ma 
sample forbidden fruit... 220k eke 


r parenteral therapy, BENADRYL Hydrochloride 


] Peo jals Oy ner ¢ nd mpoules. 50 mo 
intihistaminic-antis] ri- Vial g. per ce.; and Am} ues, 50 mg 


pro\ ides simultaneor lual control of the 


eda eect abe Le PARKE-DAVIS 


rastrointes 











PARKE DAVIS & COMPANY . DETROIT 32, MICHIGAN 


allergen 
shortcake 








Factual Clinical Data: Male, 65, with dislocated 
shoulder; patient in great pain. Fifteen minutes after 
EYelestiali-jag-14(e] sme) me RO Movomme) 1 21@)57-¥.41) Mlall-loie-] 0) 1-7 
rel k-jlelershalelamma=ve le lercieme)e Mm ii e-) am-)aq-)a0] 0) Omr-Tale| 
patient was able to move arm easily. 
Photographs used with patient’s permission. 





relaxation 


* ee * 





without drowsiness... 


b ti Rg 
1. © at >.< i Re Wtterseresttlla JD 


ROBAXIN Injectable: for relaxation of painful spasm within minutes. 


ROBAXIN Tablets: for initial relief, or to maintain relaxation originally induced by ROBAXIN 
Injectable. Virtually free from adverse side effects, including cd: owsiness. 


Ten published studies show ROBAXIN Injectable and ROBAXIN Tablets beneficial in 91% 
of cases.!-!° Literature available to physicians on request. 


SUPPLY: ROBAXIN Tablets, 0.5 Gm. (white, scored) in bottles of 50 and 500. 


ol Injectable, each ampul containing 1.0 Gm. of methocarbamol in 10 cc. of sterile 
solution. 





A. H. ROBINS CO., INC., Richmond 20, Virginia 
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SAFE FOR TODAY'S MEDICATIONS...AND TOMORROW'S 


NO CAUTION LABEL NEEDED — Use it with any injectable medication...there is no danger 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 
ration. PRECISE— Exclusive tip design reduces medication loss. wif 


A 
sf 
RUTHERFORD, NEW JERSEY a B-D sont 








AND COMPANY: 


rR EMARKS OF BECTON, DIC 





B- D BECTON, DICKINSON 
B-O0 HYPAK, AND DISCARDIT ARE‘T 








A new concept 


opr ~ 
GING 


LIDA-MANTLE 


e Relieves itching and topical pain within minutes .. .“‘supertor to any existing 


my 


local anesthetic. 
e Not a ‘caine’ or a ‘quinoline’. Virtually non-irritating, non-allergenic, non-toxic 
over a million uses without a single verified case of sensitization.” 


e The exclusive ACID MANTLE vehicle soothes sensitive skin, speeds healing and wards 
off recurrences by rebuilding the protective barrier »f acidity that helps skin resist 


inflammation, irritation and infection. 


Available as Creme in ¥2 0z. and 1 oz. tubes WORLD LEADER IN DERMATOLOGICALS 


3° Xylocaine* HCI (brand of lidocaine hydrochloride) in the exclusive ACID MANTLET vehicle DOME CHEMICALS INC. 
*Reg. T.M. Astra Pharmaceutical Products, Inc. U.S. Pat. No. 2,441,498. tReg. T.M. Dome Chemicals Inc 

~ : 7 lied New York Los Angeles 
1. Crawford, O. B.: Anesthesiology 14:278, 1953. 2. Wiedling, S.: Xylocaine, The Pharmacological Basis For its Clinical 8 
Use, Stockholm, Almquist and Wiknell, 1959. 





Gratifying relief from 





for your patients with 


‘low back syndrome’ and 


ather musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 
SAFE for prolonged use 





stiffness and pain 








cc ° ° ” 
5 f atify In 4 relief from stiffness and pain 
in 106-patient controlled study 
(as reported in J.A.M.A., April 30, 1960) 


“Particularly gratifying was the drug’s [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects re- 
commend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 


].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler). 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


SOMA 


(CARISOPRODOL WALLACE) 


iy) WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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more than just vitamins A and D 
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ointment 


also provides 
unsaturated fatty acids as well as the vitamins A and D (of high grade 
Norwegian cod liver oil) —essential to skin health and integrity 


and ingredients that are emollient, lubricant, gently astringent, protective, 
and aid tissue repair (zinc oxide, talcum, petrolatum and lanolin) 


in a smooth creamy ointment so processed that one application of Desitin 
soothes, protects, and promotes healing for hours in... 
© traumatic and infectious wounds 
© burns (first, second, third degree) 
® pressure sores and ulcers 
¢ pilonidal cysts and sinuses 
® ano-rectal wounds ° chest wounds 


~ 


Comples Please write... DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. 1. 





Chymar “‘. . . hastens absorption 
of edema and blood in the tissues 
...acts as a remarkable anti-in- 
flammatory agent.’” 


“‘The pain and swelling in all cases 
was remarkably decreased in from 
24 to 48 hours.’”* 


«|. edema, erythema and pain 
apparently were alleviated mark- 
edly and rapidly.’”* 

1. Fullgrabe, E. A.: Ann. New York Acad. Sc. 
68:192, 1957. 2. Jenkins, B. H.: J.M.A. 


Georgia 45:431, 1956. 3. Davis, O. F., et al.: 
Postgrad. Med. 26:719, 1959. 


“ies 5,000 Armour Units ghex 


ARMOUR PHARMACEUTICAL COMPANY + KANKAKEE, 


CHYMAR 


Buccal | Aqueous / Oil 


the superior anti-inflammatory 
enzyme controls inflammation, 
swelling and pain 


CHYmaR BuccaL—Crystallized chymo- 
trypsin in a tablet formulated for 
© ~buccal absorption. Bottles of 24 tab- 
*detsi Enzymatic activity, 10,000 
Armour Units per tablet. 
CHYMAR AQueous — Solution of crys- 
#tallized chymotrypsin in sodium 
chigride injection for intramuscular 
ntse. Vials of 5 cc. Enzymatic activity, 
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rystallized 
ae sioudiotor 
4 Ag Enzymatic 
'Ha00 Armour Units per ce. 


THE SYSTEMIC 
ROUTE 

TO FASTER 
HEALING AT 
ANY LOCATION 


etree ol 


ILLINOIS Armour Means Protection Ave 














In acute, subacute and chronic dermatoses 


NEW TARCORTT 


The effectiveness of TARCORTIN in a wide range of derma- 
toses has been shown in numerous published studies.!-? Now, 
the aerosol form offers these additional advantages: / hands 
never touch affected surface / reaches inaccessible areas 
easily /provides instantly cooling relief /hexachlorophene for 
sustained antibacterial activity /economical for the patient. 
FoRMULA: Hydrocortisone 0.5%; Special Coal Tar Extract (TARBONIS®) 5.0%; 
Hexachlorophene 1.0%, in 7 grams spray residue. 95 gram aerosol container, on 
prescription only. 

Also available: TARCORTIN Cream and Lotion, 

NEO-TARCORTIN™ : Ointment 
References: 1. Bleiberg, J.: J. M. Soc. New Jersey 53:371, 1956. 2. Clyman, S. G.: 
Postgrad Med, 21:309, 1957. 3. Welsh, A. L. and Ede, M.: Ohio State M. J. 50:837, 
1954. 4. Abrams, B. P. and Shaw, C.: Clin. Med. 3:839, 1956. 5. Welsh, A. L. and 


Ede, M.: J.A.M.A. 166:158, 1958. 6. Welsh, A. L. and Ede, M.: Ohio State M. J. 
55:805, 1959. 7. Clyman, S. G.: Ind. Med. & Surg., 27 :531, 1958. 


ufts REED & CARNRICK Kenilworth, New Jersey 
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even if your patient Is a whip snapper: 


he ll soon be riding high again, thanks te 


PAR AF ON: 


| 79 | V 
LO] Len Ol ome 


back pain—sprains— 


PARAFON 


vith Prednisolone 
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KEEP THEM ON THE 
JOB WITH BUFFERIN® 


Fast relief of headache and 
muscle-joint pains without 
salicylate gastric irritation 


8.7% of employees to whom you give 
plain aspirin may return the same day 
with an upset stomach.* This aspirin in- 
tolerance apparently is due to the local 
action of aspirin.! 

BUFFERIN with its antacid compo- 
nents sharply reduces the incidence of 
gastric intolerance while enhancing the 
comfort of the patient. 


For fast analgesic and anti-inflamma- 


tory benefits without salicylate gastric 


irritation, dispense BUFFERIN. 


= 


*Based on 8.7% patient intolerance to salicylate 
therapy reported by Tebrock, H. E.: Ind. Med. 
& Surg. 20:480-482, 1951. 
|. Kelly, J. J., Jr.: Am. J. Med. Sci. 232:119-128 
(Aug.) 1956. 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, New York 











the gentlest doctors in town 
stop pain with Nu ercainal 


(dibucaine CIBA) 
... For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s ; 
a choice of Ointment, Cream, Lotion, Suppositories. th 


2/2774mB ° ’ 
Complete information available on request. = 


SUMMIT,N. J. 
stop hemorrhoid pain with " 

NUPERCAINAL SUPPOSITORIES ee. 
exact dosage * fast acting sams 





anemia... 
“silent 
partner’ 
of so 


many 
clinical 
conditions... 


menorrhagia 


geriatrics surgery adolescence 


TRINSICON 


provides 
complete 
therapy 
for all 
treatable 
anemias 

















chronic illness 


c factor, Lilly) 


ILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
019032 
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Some Physiological Correlates 


of Noise Induced Hearing Loss 


@e MERLE LAWRENCE, Pu.D. 
Department of Otolaryngology and 
Institute of Industrial Health 
University of Michigan Medical Center 
Ann Arbor, Michigan 


and temporary effects of noise on the 
sensitivity of hearing. But still a great 
deal of mystery seems to exist about the 
specific relationship between loud sounds and 
hearing loss in individual cases. One of the main 
reasons for this is the lack of factual information 
relating audiometric measures of hearing loss to 
the actual pathologic condition of the ear follow- 
ing acoustic insult. The problem boils down to the 
following questions: How can one be sure that a 
certain noise is producing what will eventually be 
a permanent hearing loss in a certain individual, 
and how can one be sure that noise is responsible 
for an existing hearing loss? More than likely, 
the answer to the latter question will never be 
more than circumstantial, except that the estab- 
lishment of the true extent of presbyacusis for 
individuals who have never been subjected to 
overstimulating noise may provide some clarifi- 
cation. 

To be certain that noise is producing a per- 


From the Physiological Acoustics Laboratory, Department of 
Otolaryngology and Institute of Industrial Health, University 
of Michigan Medical Certer. 

The studies upon which this report is based were supported, 
in part, by a contract from the Research and Development 
Division, Office of The Surgeon General, Department of the 
Army, under Contract No. DA-49-007-MD-634. Presented at 
the 22nd annual General Motors Medical Conference, April 26, 
1960, Rochester, New York. 


\ e has been written about the permanent 


A 


October, 1960 


manent hearing loss is equally difficult. There 
are, of course, some noises that will damage all 
ears and some of low intensity that will do no 
permanent harm to any ear. The mysteries lie 
in between these levels, and the purpose of a 
conservation of hearing program is to protect 
the hearing of as many workers as possible with- 
out placing unwarranted restrictions upon noise- 
producing machinery. This report is not designed 
to discuss a conservation of hearing program 
but rather to present some observations on the 
physiological effects of noise on hearing. For 
those interested in knowing the best procedures, 
as of this date, for preventing noise induced 
hearing loss there is nothing better than the 
“Guide for Conservation of Hearing in Noise” 
issued by the Subcommittee on Noise of the 
Conservation of Hearing Committee, American 
Academy of Ophthalmology and Otolaryngology. 
In this guide the subcommittee says that “A hear- 
ing conservation program should be considered 
whenever persons have (1) difficulty communi- 
cating by speech while they are in the noise, 
(2) head noises or ringing in their ears after 
working in the noise for several hours, or (3) a 
loss of hearing that has the effect of muffling 
speech and certain other sounds after several 
hours of exposure to the noise. (This hearing 
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loss is transient and usually disappears in a few 
hours.)” 

If some action is taken when the above symp- 
toms show up, many cases of noise induced hear- 
ing loss may be prevented. Because this kind of 
hearing loss is an actual physical damage to the 
auditory sensory cells it is of interest to exam- 
ine the significance of the statements made in 
the above quotation. 

The last two statements imply that there are 
some insidious temporary effects of noise that 
pass away if the individual is kept in quiet but 
become cumulative and damaging if repeated. 
These short duration shifts in threshold have 
been measured in many different experiments by 
many different people. An example of such a 
measure! is shown in Figure 1. 

One ear of each of six observers was presented 
a tone, in this case 1000 cps, for one minute and 
the shift in threshold and time to recover the 
normal level (as compared to that before over- 
stimulation) was determined by means of an 
automatic audiometer.2 When the observer heard 
a tone he pressed a button on a hand-held switch 
which automatically started the tone decreasing. 
As soon as the tone disappeared the button was 
released and the tone automatically increased in 
intensity. Again as soon as the tone was heard 
the button was pressed, etc. The record of the 
increasing and decreasing tone was kept by a 
recording stylus on a moving strip of paper. 
In this way a continuous check on the shifting 
threshold was kept. 

The earliest poststimulation record that could 
be obtained was six seconds after cessation of 
the steady tone. It can be seen that there is a 
shift of 10 to 15 db six seconds after the 1000 cps 
tone was turned off. The return to normal takes 
about one minute. The amount of shift and 
recovery is practically independent of intensity. 

The question is: Is this temporary threshold 
shift (TTS) at all related to noise induced hear- 
ing loss? 

We can, for the sake of convenience, divide 
the ear into two areas where events can take 
place that might be responsible for this TTS. 
One is in the nerve fibers and the other is in the 
organ of Corti, the locus of damage caused by 
noise. So our question can be phrased another 
way: Is this temporary threshold shift related 
to the activity of the organ of Corti? 

The answer to this question is that the TTS 
does not always reflect the condition of the organ 
of Corti. At all stimulation levels changes along 
the nerve pathways cause a TTS; at higher levels 
there is an effect upon the organ of Corti that 
is superimposed upon that caused by the nerve. 
The TTS is never a pure measure of changes 
within the organ of Corti. 
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Figure | 
Temporary threshold shift (TTS) and subsequent re- 
covery at 1000 cps following one minute of the same 
frequency at the indicated levels. Graphs A, B, and 
C are for different ears to show the extent of individual 
differences. Each point on graph D represents the 
average threshold shift for six ears. The random in- 
dividual fluctuations tend to disappear. From refer- 
ence |. 


There is a very clear way in which this can 
be shown. The technique of recording the elec- 
trical a. c. potentials that arise from the organ 
of Corti demonstrates the functional condition 
of this sensory area as well as the ease of sound 
conduction from the external ear to the seat of 
the electrical response. These can be recorded, 
after suitable amplification, from an electrode 
placed in the vicinity of the cochlea. The action 
potentials of the nerve can be completely filtered 
out so that it is possible by this method to 
determine organ of Corti responses separately 
from those of the nerve. 

Figure 1 has shown that audiometrically there 
is a TTS of 10 to 15 db following only one minute 
of a 1000 cps stimulation at just about any level 
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above threshold. Rahm, Strother, and Gulick,* 
on the other hand, recorded the electrical out- 
put of the cochlea in response to a continuous 
1000 cps tone for as long as 85 hours. As long 
as the stimulus was kept below about 68 db (re 
.0002 dyne per sq. cm.) the variation in electrical 
response was never more than one or less than 
4 db beyond that at the beginning. 

The difference between the audiometric meas- 
ures and the electrical measures must be that 
the former measures the response of the entire 
auditory system while the latter is restricted to 
the peripheral mechanism up to the generation of 
the potentials. Since it has been clearly estab- 
lished that no changes occur in the conductive 
apparatus, at least up to intensities that would 
destroy the ear, any changes that should exist 
in the organ of Corti response could be expected 
to occur in the organ of Corti. 

We can demonstrate this further by deliberate- 
ly overstimulating the ear and comparing audio- 
metric and electrical measures. 

Figure 2* presents audiograms made with an 
audiometer similar to that used for the TTS 
experiment except that rather than determining 
threshold for a single frequency, the frequency 
was swept from 500 to 5000 cps while the thresh- 
old was being measured. This audiogram was of 
a subject’s hearing immediately following the 
presentation of a 1000 cps tone at 122 db above 
.0002 dyne per sq. cm. for seven minutes. In 
the upper audiogram the frequency was swept 
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Figure 2 
Sweep-frequency audiograms following the indicated 
overstimulation. The lower audiogram was made to 
check the possibility that the sweep frequency notch 
an octave above the overstimulating frequency was 
not the result of fatigue for the higher frequencies as 
the low frequencies were being swept through. From 
reference 4. 
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from low to high. Since it was possible that the 
lower frequencies had fatigued the ear to higher 
frequencies, the subject’s ear was again stimu- 
lated with the same frequency and intensity one 
month later after full recovery had taken place, 
and a high-to-low sweep-frequency audiogram 
taken immediately afterwards. This is shown in 
the lower audiogram. With slight variation the 
same pattern shows up in both; the maximum 
threshold shift has not occurred at the frequency 
of stimulation but approximately one octave 
higher. This observation has been made before 
and does not really concern us here, but the fact 
that the shift is sharply notched is of interest. 

Figure 3 shows an electrical audiogram re- 
corded from a guinea pig after the identical 
degree of stimulation: seven minutes of 1000 cps 
at 122 db above .0002 dyne per sq. cm. In this 
instance there is a generalized loss, greater for 
the middle frequencies than for the extreme lows 
and highs. Similar results have been shown be- 
fore.’ No specific frequency shift as shows up in 
the audiometric examination of the human ear 
appears in this organ of Corti response. There 
are only two points of general similarity: the 
center frequencies suffer a greater loss than do 
the extreme lows and highs and the higher fre- 
quencies are hurt more than the lows. Extensive 
experimentation has shown that these results 
are not the result of technique. 

Obviously the neural pathways do something 
extra with the organ of Corti response. This is 
what Békésy® has called “funneling” in the ner- 
vous system and need not concern us here. Suffice 
it to say that, obviously, one cannot tell exactly 
what has happened to the organ of Corti purely 
by an audiometric threshold measure. 

One can, however, by recording the electrical 
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Electrical audiogram made by recording the cochlear 
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potentials with a platinum-foil electrode on the round 

window and an indifferent electrode in the temporalis 

muscle. The curve shows the loss at various frequencies 

following overstimulation at a frequency (arrow} and 

intensity identical to that of Figure 2. From reference 
4. 
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Figure 4 
A sweep-amplitude record of the response to 1000 
cps as the sound intensity is increased by 2 db steps 
for each presentation. The rise time is one second and 
the tone holds at its top intensity for two seconds. As 
the response gets increasingly smaller the actual sound 











is getting more and more intense which, in this case, 
has completely damaged the ear for this frequency. 
From reference 7. 


response, determine with a great deal of accur- 
acy the exact effects of excessive sound upon 
the organ of Corti. As shown by Rahm et al., 
the sound may be kept stimulating the animal’s 
ear for as long as the animal can be maintained, 
with no serious loss in response. As the sound 
level is raised, however, the response reaches a 
maximum output and further increases in sound 
cause a decrease in electrical response. At this 
point temporary damage is being produced in the 
organ of Corti. A measure of the response at low 
levels of sound intensity, if repeated after a loud 
burst of sound, shows a loss of sensitivity. The 
animal may recover from this but two things 
can make it permanent: repeating many times 
the sound that has produced the temporary loss 
before full recovery from a preceding stimula- 
tion has occurred, and making the first burst of 
tone loud enough. Audiometrically, of course, 
such events would show up but there would be 
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superimposed the shift caused by the neural 
elements. 

It is interesting to study the electrical response 
as the sound is raised through levels which cause 
further decreases in the ouput of the ear. At these 
levels the ear is severely overloaded and injury 
rapidly ensues. 

In studying this injury process with increas- 
ing tones the tone used to determine the function 
of the ear also has an effect so it must be kept 
as a short burst. By keeping a continual run- 
ning-time record of the ear’s electrical output 
it is possible to record not only the effects of 
increasing intensities but the cumulative effect 
of repeated bursts of sound. Figure 47 presents 
the response to a 1000 cps tone as its amplitude 
is swept increasingly in steps of 2 db above the 
region of maximum response and held for about 
two seconds. At a sound pressure level of 89 db 
the response holds at a maximum of 630 micro- 
volts. Increasing the intensity in the next pre- 
sentation by 3 db does not change the level of 
response. When the sound is raised two more db, 
however, and held for two seconds there is seen 
a slight drop in response after the first second. 
As the tone is increased by 2 db steps the re- 
sponse goes up to a constant level, but the im- 
mediate fall off becomes more noticeable until 
a sound intensity of 106 db is reached. Here is 
seen the first significant drop in the initial rise 
which now attains 450 microvolts. At 114 db the 
initial rise is 100 microvolts and the remaining 
portion shows a drop and secondary rise. At 120 
db the initial rise increases a little but then the 
response slopes off rapidly, while above this 
level there is a steady falling off of the initial 
rise with a decrease and second rise in the fol- 
lowing two seconds. The response has dropped to 
a level of 10 microvolts when a sound pressure 
of 134 db has been reached and at 138 db only 
5 microvolts can be attained. Repeating some 
of the earlier levels of stimulation now produces 
very little response; no potentials greater than 
10 microvolts can be obtained with any level of 
sound. The immediate fall off in response has 
been studied more thoroughly and has been found 
to be a definite part of the inner ear response 
and is not due to contraction of the middle ear 
muscles.8 

The onset of injury can be studied much more 
closely by recording the response continuously 
as the tone is increased by one db steps. As 
shown above, when the tone is intense enough, 
each increase in sound intensity causes a further 
decrease in response. What we would like to 
know in this experiment is whether this response 
continues to decrease until the ear is completely 
injured or whether there is some stimulation 
intensity where the organ of Corti just “gives 
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up,” perhaps signifying an actual physical 
breakdown. 

The following experiment involved an ear whose 
response was previously depressed by overstim- 
ulation. Shown in Figure 5 is the running-time 
record of the recorded potentials produced by a 
tone of 1000 cps both at and above the region 
of maximum response which, in this instance, 
amounted to only 30 microvolts. As the tone was 
increased by one decibel steps beyond the maxi- 
mum, the level of response decreased by about 
the same amount until at +3 db there was a 
break and the response dropped 5 db. Raising the 
sound level one more db to 4 db above that which 
gave a maximum produced a further drop of 12 
db or a response 17 db below the maximum. Ap- 
parently the +1, +2 and +3 db steps were not 
injury but represented a decrease in response 
because of the severe overloading of this par- 
tially damaged system.® At a rather specific 
point, however, further drastic injury occurred 
as evidenced by the sudden decrease in response 
and the failure of the maximum to be produced 
as the level of sound was decreased. As the tone 
was reduced 1 db at a time, as shown in the 
lower tracing in the figure, there was an increase 
in response which never reached the previous 
level. The response to the second +3 db sound 
level was then down 11 db from the first +3 db 
reading; that of the +2 down 18 db from the 
previous and the +1 db and maximum down 5 
db. It appears as if an overloading characteristic 
and an injury of about 5 db were combined at 
the +3 and +2 db stimulus levels: the end result 
obviously representing the influence of the test 
tone upon the residual capabilities of the inner 
ear. 

Aside from the injury caused by the intensity 
of the sound, it is obvious from Figure 4 that 
duration of the tone when at a certain over- 
loading level is equally important in bringing 
on the onset of injury. Referring again to Figure 
4 it can be seen that at 89 db the maximum is 
maintained for the duration of the tone while 
at 104 db, even though the maximum level of 
response is attained on the initial rise of the 
tone, the response immediately began to drop. 
The next experiment was carried out to see if 
there would be a sudden breakdown of function 
for long-lasting tones at this high intensity. 

Figure 6 shows the results of such an exper- 
iment using the same method of recording as 
that used to produce the results of Figure 5. 
A tone of a sound pressure level of 74 db gave 
a response of about 300 microvolts which held at 
this level. After a brief period of time, raising 
the tone to +94 db increased the response only 
4 db. At this level the ear was extremely over- 
loaded but the response did not drop. Momen- 
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Figure 5 
A running-time record of the response to 1000 cps 
as the sound is first increased by | db steps then de- 
creased by the same amount. The increases of | db 
at the +3 db and +4 db points cause a sudden 
break in response. This ear has previously been over- 
stimulated so that the maximum is down to 30 micro- 
volts. From reference 7. 
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A running-time record of the response to 1000 cps 
as the stimulus at different levels is left on for a period 
of time. A break in the response comes after the tone 
at +114 db had been left on for six and one half 
minutes. At (b) the ear is not overloaded; at (c) the 
ear has reached its maximum voltage output; at (d} 
the ear is greatly overloaded producing a diminished 
response, and at (e) these conditions are extreme. 
From reference 7. 


tarily raising the sound level of the tone to +104 
db caused a sharp drop so the tone was returned 
to +94 db. It can be seen that this brief stimu- 
lus brought on a slight drop in the maximum 
which remained at 700 microvolts. The response 
held at this level so the tone was raised to +104 
db. This brought about a decrease in electrical 
output. Raising the stimulus level to +114 db 
dropped the response to 30 microvolts. Main- 
taining this level of stimulation seemed to have 
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no further effect until six and one half minutes 
had passed at which time there appeared a sud- 
den break in response. As shown in the record- 
ing, the response following this point became 
noticeably variable and continued to decrease 
somewhat until termination of the recording. 

The data of Figures 5 and 6 show that what 
is probably a permanent loss of function comes 
on rather suddenly both with increasing stimulus 
level and with tone duration. The sudden breaks 
in response brought on by intensity and duration 
probably represent severe injury from which the 
ear might never recover. No clear notion exists 
to explain the nature of the temporary loss in 
organ of Corti response. It seems obvious that 
an organ of Corti whose function is depressed 
as the result of previous overstimulation is more 
susceptible to further depression than a normal 
ear. But we know nothing about the recovery 
process or what factors are responsible for the 
functional recovery of some ears and not others. 

In the course of some experiments on the in- 
dividual differences in functional recovery and 
structural repair in overstimulated guinea pig 
ears,'” we found that some animals were capable 
of full recovery from overstimulation while 
others suffered a further loss even though the 
overstimulating noise was equated as accurately 
as possible in all the experimental animals. These 
animals were divided into two groups, each of 
which was stimulated by a different level of noise. 
As examples of one aspect of the results ob- 
tained, two animals from one of the groups have 
been selected to present here. 

These animals were first tested in one ear for 
sensitivity. That is, at each of 12 frequencies, 
100, 200, 300, 500, 700, 1000, 1500, 2000, 
3000, 5000, 7000 and 10,000 cps, the sound pres- 
sure at the tympanic membrane necessary to 
give a response of one microvolt at a round 
window electrode was determined. The same ear 
of the animal was then subjected to a noise 
generated by a General Radio type 1390-A 
Random-Noise Generator. Those animals in the 
group considered here received an over-all noise 
level of 136 db above .0002 dyne per sq. cm. as 
measured at the drum membrane. 

Following 20 minutes of this stimulation there 
was a short waiting period for the electrical re- 
sponse of the animal to settle down, after which 
the sound pressure required to produce one 
microvolt at each of the 12 frequencies in the 
same ear was again recorded. The operative 
wound was closed and the animals allowed 
recover for a period of 56 days at which time 


the previously stimulated ear of each animal 
was again operated upon and the sensitivity 
measures recorded for the third time. 

While the animal was still deeply anesthetized 
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Figure 7 
Electrical audiograms from a guinea pig (49R) stim- 
ulated with 136 db of white noise for 20 minutes. 
There is a further loss in electrical output two months 
after the overstimulation. From references 10 and II. 


following this last set of recordings the chest 
cavity was opened and the head region perfused 
with warm saline and Maximow’s mercuric- 
dichromate-formaldehyde solution. Both temporal 
bones were removed and processed for celloidin 
embedding. By carrying both temporal bones 
through the histological processing, the un- 
stimulated ear of each animal served as a con- 
trol for the other, stimulated, ear of the same 
animal. Each bone was sectioned at 20 microns, 
and every fifth section stained in hematoxylin 
and eosin and mounted in serial order. A careful! 
microscopic study was made of all structures 
composing the organ of Corti and scala media 
from base to apex in both ears of each animal. 
A graphic reconstruction was made of each ear 
together with tabulations of all abnormalities 
in structure. 

Figure 7 shows the electrical audiograms of a 
guinea pig (49R) of this series taken immedi- 
ately after overstimulation and again two months 
later. The initial loss amounted to around 55 db 
for all frequencies. During the next 56 days, 
however, there was a further loss. 

Figure 8&8 shows electrical audiograms from 
another guinea pig of this same group (48R). 
The measures were also taken immediately after 
overstimulation and again two months later. 
The initial loss in this animal was quite similar 
to that of animal 49R in that it amounted to 
around 55 db for all frequencies. However, within 
the next two months the function of the organ 
of Corti, as determined in this manner, returned 
almost to normal. Here are two animals of the 
same age and size, overstimulated in as nearly 
the same manner as possible, and yet one re- 
covered the organ of Corti function and the other 
continued to lose. A further investigation of 
these ears could throw some light on the problem 
of poststimulation recovery. 

Of the animals in this group, 10% maintained 
the same sensitivity during the 56 day post- 
stimulation period, 30% became less sensitive 
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Figure 8 
Electrical audiograms from a guinea pig (48R) stim- 
ulated with 136 db of white noise for 20 minutes. 
There is almost complete return to normal of electrical 
output two months after the overstimulation. From 
references 10 and II. 


and 60% showed various degrees of recovery. 
One cannot, of course, infer that these figures 
apply to the human being, but they certainly do 
indicate that it is not to be expected that all 
individuals if removed from a noisy environment 
will regain some of their lost sensitivity. 

Histological examination of the ears of guinea 
pigs 49R and 48R revealed that 49R had at the 
time of perfusion extensive damage to the organ 
of Corti while 48R showed very little. In the 
region of maximum damage 49R showed a rup- 
ture of Reissner’s membrane which showed signs 
of repairing itself along the edges of the tear. 

A typical picture of such repair is shown in 
Figure 9. The photomicrographs portray sec- 
tions of a turn of the cochlea proceeding by 0.1 
mm steps from near the midpoint of the basilar 
membrane toward the apex. Pictures (A) and 
(B) show the newly formed scar which finally 
closed the gap between scala vestibuli and scala 
media. In (B) the membrane is thick and vascu- 
lar, but as we proceed toward the apex by two 
or more 0.1 mm steps we see that the scar thins 
out until, in picture (D), it is as thin as a nor- 
mal Reissner’s membrane but is attached way 
above the normal point of attachment at the top 
of the stria vascularis. This indicates quite 
clearly that this thin partition between the two 
scalae is a regenerated membrane. The break in 
the basilar membrane at this point may be an 
artifact of the histologic processing and has not 
been considered part of the picture resulting 
from the overstimulation. 

No evidence of any break in Reissner’s mem- 
brane could be found for ear 48R and histological 
examination of this ear showed it to be in good 
condition. Since there was about a 40 db func- 
tional recovery for all frequencies, one wonders 
what these structures looked like immediately 
after stimulation. There is the suggestion here 
that an intact Reissner’s membrane is essential 
to any marked functional recovery of the organ 
of Corti. 
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The study from which these examples have 
been taken shows that the individual differences 
seem to be related primarily to an ability of the 
structures of the ear to recover from an insult. 
The greater the initial exposure, the greater the 
loss, in general, but some animal’s ears may show 
a greater loss than others. This is the first stage 
of the individual differences, but this amount of 
initial loss in any ear does not indicate whether 
the ear will recover or lose. There is superim- 
posed an ability, or lack of an ability, to recover. 

It was demonstrated further in these experi- 
ments that this recovery, in those ears in which 
recovery took place, proceeded at the same rate 
regardless of the degree of initial loss following 
the trauma. This has bearing on studies which 
try to relate, as a psychophysical measure, rate 
of recovery of normal threshold following the 
TTS pursuant to a period of overstimulation in 
the human ear. It is clear, as mentioned earlier, 
that threshold shifts produced by low-level 
sounds are not the result of changes in the organ 
of Corti. Only when the sound level is quite high 
(or possibly left on for long periods of time) 
does the organ of Corti, the seat of traumatic 
injury, show a change in sensitivity, and in 
these instances the recovery rates are the same. 
Inequality of recovery rates as measured audio- 
metrically cannot be relied upon to_ reflect 
changes in the organ of Corti in the light of 
these experiments. 

It would appear that a most important deter- 
minant of whether permanent hearing loss 
will result from an _ initial threshold shift 
following intense noise stimulation is the physio- 


Figure 9 
Repair of Reissner's membrane seen in guinea pig ear 
at edge of rupture produced by acoustic overstimula- 
tion which has caused disappearance of organ of 
Corti. A, B, C and D show progressive changes pro- 
ceeding from ruptured area to region of healed 
membrane. From references 10 and 12. 
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Figure 10 
A schematic representation of the changes in the 
ability of a specialized cell system to function as some 
injurious condition is superimposed upon the normal 


life process of the tissue. From reference 7. 


logical condition of the organ of Corti at the time 
of insult. 

Living tissues of the body do not always stay 
at the same functional level. There is a constant 
ebb and flow of ability to perform and this 
characteristic has been described as a continual 
interplay between life and death processes within 
the cells. In Figure 10 a diagrammatic presenta- 
tion of this cycle is shown. There is represented 
at the left-hand end of the saw-toothed curve 
the varying capacity to function as the life pro- 
cesses go on within the tissue. At a certain time 
some injuring condition arises and the functional 
capacity begins to fall, but upon restoration of 
the normal condition the tissue gradually re- 
covers; the rate of this being determined by the 
extent of the injury and the nature of the en- 
vironment in which the tissues must recover. 
If, during the recovery process, the injurious 
condition is again applied, the recovery will 
be halted and functional capacity again deterio- 
rate. If any injury is severe enough or continued 
for a long enough period, the ability of the tissue 
to carry out its normal functions is reduced to a 
level from which it cannot recover and death 
follows. From this point on there is no therapy 
except to find a substitute for the living cell. 


A practical application of these principles is 
to be found in the question of hiring deaf people 
to work in noisy places. If a person has a con- 
ductive deafness, as revealed by comparative air 
and bone conduction audiograms, he has a built- 
in ear protector and would be ideal for work in 
a noisy environment; but if the loss of hearing 
shows an inner ear involvement, it would be 
extremely unwise to place this individual in 
noise. Superimposing overstimulation upon an 
already partially injured organ of Corti is, as 
we have seen, very likely to produce further 
injury. 

In this discussion we have presented some of 
the experimental evidence that relates actual 
physiological changes within the organ of Corti 
and excessive noise. These changes will, of course, 
be reflected in audiometric measures, but changes 
in neural transmission, unrelated to noise in- 
duced hearing loss, also occur. This does not 
mean that audiometric measures of threshold 
shifts, recovery rates, etc., are not useful, but 
they must be interpreted in the light of what 
is known about the actual physiological changes 
in the organ of Corti, the seat of injury. 
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Company mobile unit provides annual chest x-rays for 
all employees. 


Rehabilitation of Foundry Workers 


With Active Pulmonary Tuberculosis 


A study of 21 employees over a period of 10 years 


e L. E. HAMLIN, M.D. 
Medical Director 
American Brake Shoe Company 
Chicago, Illinois 


he incidence of active pulmonary tuberculosis 

among foundry workers varies considerably 
as it does in different segments of the general 
population, but the prevalence of the disease in 
the industry may be influenced to some extent 
by elements other than contact with open cases 
of tuberculous infection. The degree of expo- 
sure to hazardous occupational dust or fume and 
the physical capacity of workmen to cope with 
the exigencies of foundry practice are factors 
which require proper evaluation when assigning 
responsibility for this type of illness. Today’s 
modern foundry has come a long way on the road 
to industrial respectability and the shocking 
laboring environments of earlier times have, 
through good hygienic practice and cooperative 
: Management, given way to more healthful work- 
ing conditions. There are plants, however, in 
which much still remains to be done and until 
these locations are brought up to standard, their 
unwholesome surroundings will continue to play 
a part in the development of tuberculous disease 
of the lungs. 
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In 1941, Greenberg! summarized results of 11 
studies of tuberculosis in the foundry industry 
made by investigators in the United States, Eng- 
land, Wales, Austria, Germany and Japan. Six- 
teen foundries were involved and the investiga- 
tions covered the manufacture of gray iron, 
steel, malleable iron, nonferrous and combined 
types of castings. Cases showing pulmonary oc- 
cupational disease such as silicosis were in- 
cluded along with those having inactive and/or 
active tuberculosis. In three of the 11 reports the 
percentage of active tuberculosis found was 
0.47%, 0.6%, and 0.9% respectively in groups 
of 4,035, 314 and 1,614 men examined. Three 
other plants yielded active disease to the extent 
of 1.25%, 3.8%, and 6.0% respectively among 
individual groups of 403, 686, and 201 examinees. 
Another investigation of a German foundry re- 
vealed an incidence of active tuberculosis of 
82.0% in a group of 25 workers. No cases of 
active tuberculosis were found within the re- 
maining nine foundries. A separate New York 
State Foundry Study in 1938,? showed the rate 
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TABLE I. 
PULMONARY TUBERCULOSIS AMONG 4,512 EMPLOYEES 
IN 32 COMPANY FOUNDRIES DURING YEAR 1954 


Number of 
Type of Disease Cases Percent 


Active Tuberculosis 0.16 
Active Tuberculosis and Silicosis y 0.04 
Tuberculosis Indeterminate Activity 5 0.33 
Tuberculosis Indeterm ‘nate Activity 

plus Silicosis § 0.18 
Tuberculosis 

plus Siderosis 6 
Tuberculosis Indeterminate Activity 

plus Siderosilicosis 1 


Inactive Tuberculosis 52 


Indeterminate Activity 


Inactive Tuberculcsis and Silicosis 11 
Inactive Tuberculosis and Siderosis 12 


Total 114 


for clinically significant tuberculosis to be 0.7%. 
In 12 of these 16 foundries, therefore, the inci- 
dence of active tuberculosis was below 1.0%. 

In the present investigation an attempt has 
been made to obtain a general idea of the amount 
of active, indeterminate and inactive pulmonary 
tuberculosis among employees in an organization 
which has some 47 plants located in 23 different 
states of the union. Thirty-two of these plants 
are foundries which produce various types of 
metal products including gray iron, nonferrous, 
manganese steel and precision castings. A com- 
prehensive medical program, inaugurated in 
1941, provides for preplacement and periodic 
physical examinations, a well organized nursing 
service, and an effective industrial hygiene de 
partment. 

One of the outstanding features of the medical 
department’s activities is the employment of a 
company owned mobile x-ray unit which visits 
each plant annually and offers free chest x-ray 
examinations to employees as a routine service. 
The unit has now been in operation since June, 
1948, a period of 12 years, and has proved to be 
an effective means of combating pulmonary infec- 
tion and occupational disease. A popular innova- 
tion with employees, its arrival at the plants is 
eagerly awaited each year. 

Because these roentgenographic surveys offered 
a fairly complete coverage of the workers in the 
company, it was felt that the findings disclosed 
would provide a fair estimate of the actual 
amount of pulmonary tuberculosis existing at 
the various locations. Consequently, preplace- 
ment, reinstatement and recheck chest roentgeno- 
grams were not considered because the many 
variables encountered, such as rejection of ap- 
plicants for work, early terminations of serv- 
ice, etc., could not be satisfactorily correlated 
with the general pattern. By far the greater num- 
ber of these workmen participated in the annual 
surveys and the majority had long years of 
service. 

Personnel in the plants varies each year, de- 


TABLE II. 
PULMONARY TUBERCULOSIS (ACTIVE OR INDETER- 
MINATE) IN ALL COMPANY PLANTS FROM 
1948 To 1958 INCLUSIVE 


Number of Number 
Employees of New 
Year X-Rayed Cases Found Percent 


1948 5,749 26 0.45 
1949 6,471 14 0.22 
1950 768 13 0.19 
1951 335 15 0.28 
1952 252 9 0.17 
1953 815 17 0.22 
1954 890 13 0.16 
1955 808 12 0.15 
1956 414 8 0.10 
1957 9,348 § 0.05 
1958 7,866 7 0.08 


OH 
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pending on business activity and production, so 
that for the sake of uniformity it was decided 
to review the roentgenographic disclosures from 
the years of 1948 to 1958 inclusive. From this 
evaluation results for the year 1954 were selected 
to demonstrate the over-all picture in a practical 
and representative manner. The year 1954 was 
chosen because the total number of people x-rayed 
in that period closely approximated the average 
annual plant population for the entire interval 
under consideration. Accordingly, a special study 
was made of the 4,512 employees in the 32 foun- 
dries of the company to determine the incidence 
of tuberculous disease of the lungs in this par- 
ticular group. The results are summarized in 
Table 1. 

It will be observed that 39 cases of pulmonary 
tuberculosis of either active or indeterminate 
status were found among the 4,512 individuals 
x-rayed, a percentage of 0.86. These findings are 
in line generally with the foregoing results pub- 
lished by Greenberg of less than 1% incidence 
of active tuberculosis in 12 of 16 foundries in- 
vestigated. They also demonstrate the fact that 
the amount of disease of this type has remained 
of a low order of magnitude in these specific 
plants for approximately the last 20 years. 
Undoubtedly, many factors have influenced this 
situation, including better case finding methods, 
more effective treatment, and the development of 
newer techniques in medical care, nursing and 
rehabilitation in the general population. If this 
were not true, with present day increased pro- 
duction and expanded operations, more instances 
of the disease might be anticipated. 

In order to obtain some idea of the number 
of “new cases” of tuberculosis disclosed through 
the annual chest x-ray examination, the following 
tabulation (Table II) was compiled from roent- 
genographic surveys made by the mobile unit 
during the years 1948 to 1958 inclusive. The 
surveys covered all plants in the company, not 
just the foundries. 

As the summary indicates, the incidence of 
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new cases of pulmonary tuberculous disease, fresh 
or of indeterminate activity, discovered each 
year ranged from 0.05% to 0.45%. It is 
interesting to observe the graduai decline in 
the number of cases from 26 in 1948 to six in 
1958. One could speculate on the various reasons 
for this course of events but it appears to follow 
the general pattern of decrease in the ‘‘new case 
rate’ observed by the U. S. Public Health Serv- 
ice and the National Tuberculosis Association 
in country-wide surveys over the identical period 
of time. The latest figure published by these 
organizations in February, 1960,* disclosed the 
fact that the new case rate declined 52.2% from 
1948 to 1958. 

Of realistic import, however, to health pro- 
motion agencies, management and the worker 
himself, is the attitude or policy of industry 
toward rehabilitation of workers suffering with 
pulmonary tuberculosis, particularly those who 
have also been exposed to significant atmospheric 
concentrations of dangerous dust or fume. What 
happens to these individuals after they become 
ill? Do they ever return to their previous occupa- 
tions and is there any reason why they cannot 
come back to the jobs they know best? In other 
words, can the foundry molder or grinder who 
has had a bout with tuberculosis carry on from 
the point where he left off, once his disease 
has become quiescent? 

To find an answer to these and other rehabili- 
tation problems the present investigation was 
undertaken, although certain limitations such as 
interrupted years of service, change of job, etc 
were recognized as having a bearing on the final 
outcome. It is believed that the results are of 
sufficient interest to justify presentation of the 
findings. 

From the aforementioned 4,512 employees otf 
the 32 foundries, 21 workers were chosen for 
additional further study. All had been given 
vearly roentgenological chest examinations ove 
the 10 year period and had developed active 
tuberculosis at some time during the years 1948 
to 1958. The various stages of disease met with 
are listed in Table III. 

Among these individuals were one office clerk 
and one stenographer but the remaining 19 


TABLE III. 
ACTIVE PULMONARY TUBERCULOSIS — 21 CASES 
Number of 
Cases Perce 


. Uncomplicated 
1. Early Minimal Tuberculosis 
2. Moderately Advanced Tuberculosis 
3. Miliary Tuberculosis 
$. Complicated 
1. Silicotuberculosis 
2. Siderosilicotuberculosis 
3. Siderotuberculosis 
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workers, all employed in the foundry itself, com- 
prised five machine operators, four grinders, 
four molder’s helpers, one crane operator, one 
foundry laborer, one core maker, and three fore- 
men. 

The age range of the people in these categories 
is shown in Table IV. 

The most recent report of the Arden House 
Conference on Tuberculosis, cosponsored by the 
United States Public Health Service and the 
National Tuberculosis Association in December, 
1959, states that while we are accustomed to 
thinking of the “‘reservoirs of infection” as being 
chiefly among older people, some 36 million 
Americans are probably infected at this moment, 
and perhaps two thirds of them are over 45. But 
half the newly reported active cases of tubercu- 
losis are in people under 45. Furthermore, the 
Public Health Service estimates that there are 
2.2 million persons under 25 who are infected, 
some of whom will break down with active tuber- 
culosis and be the source for new infections in 
the future. The fact that 19 of the 21 cases in 
the present study were found in the age range 
of from 40 to 70 years may have some implica- 
tions concerning the occupational aspects of pul- 
monary tuberculous disease in this type of em- 
ployment, but no specific conclusions can be 
drawn from such a small series of cases. 

A commendable feature of the study shows 
that 20 of the 21 cases of active disease chosen 
for review were discovered through the compan) 
chest x-ray program while one was found by 
other means. The preplacement examination was 
responsible for the disclosure of only two cases, 
whereas the periodic chest x-ray revealed the 
remainder. The value of the annual roentgeno- 
graphic examination of the chest as a case find- 
ing technique therefore appears to be amply 
demonstrated. 

One of the most important aspects of tuber- 
culosis in industry is the time lost from employ- 
ment by the worker. The economic decrement 
resulting from the impaired health of the indi- 
vidual is reflected in the decreased production 
experienced by the plant. Frequently in the small 
foundry the loss of one skilled worker on a key 
job can seriously affect the output of the entire 
shop. It is therefore highly desirable to effect 
rehabilitation of these people as soon as this 


TABLE IV. 
AGE RANGE — 21 CASES — ACTIVE 
PULMONARY TUBERCULOSIS 


Years Number of Cases Percent 
20-30 1 4.8 
30-40 1 4.8 
10-50 yg 42.9 
50-60 7 33.3 
60-70 ‘ 14.2 





TABLE V. 
HOSPITALIZATION AND RETURN TO LIGHT WORK 
21 CASES OF ACTIVE PULMONARY TUBERCULOSIS 
Months in Number 
Hospital of Cases Percent 


14 66.7 
28.5 


4.8 


can safely be done. The time lost from work by 
the 21 cases under study, from the date of hos- 
pitalization up to the employee’s return to “light”’ 
work, is summarized in Table V. 

The return of 66.7% of these employees 
to some form of light work in from one to 12 
months indicates that with present day methods 
of case finding and therapy, a majority of em- 
ployed persons afflicted with pulmonary tuber- 
culosis can anticipate a reasonably early return 
to their appointed tasks. The importance of 
early detection of the disease and the institu- 
tion of prompt, effective treatment is well illus- 
trated. 

Six of the 21 individuals in this category 
were able to come back to work in six months’ 
time or less, and all but seven returned within 
12 months. Almost half the group started at 
their regular full time jobs on resuming employ- 
ment. Of the remainder, all but five were back 
at their usual occupations within six months 
from the time they were assigned light duties. 

The present status of these 21 workers is de- 
picted in Table VI. Of practical significance is 
the fact that 81.0% are actively engaged in 
productive labor at the present time, and 
57.2% are following their regular occupa- 
tions. All have made excellent 
from tuberculosis and have remained well even 


recoveries 





CASE 1, D.H. 


though most of them perform hard physical 
work. Surgery, which was employed in six cases, 
included four lobectomies, one partial lung re- 
section, and one lobectomy with thoracoplasty. 
The present condition of the six men with 
associated pulmonary occupational disease is 


TABLE VI. 

PRESENT HEALTH STATUS OF 21 FOUNDRY EMPLOYEES 
REHABILITATED AFTER ACTIVE PULMONARY 
TUBERCULOSIS 

Number of 
Status Cases Percent 


. Well Actively employed at regular 
jobs 12 
Well! Actively 
jobs. 


employed at light 


3. Recovered from tuberculosis but hav« 
other complaints Actively em- 
ployed at light work. 

. Terminated but well at last contact 

5. Died (motor accident). 


worthy of special mention. Silicosis or sidero- 
silicosis was coexistent with active tuberculosis 
in four instances while simple siderosis was 
demonstrated in the roentgenograms of two 
other employees. Recovery following therapy was 
the rule in each case, demonstrating the fact 
that the effect of foundry dust on lung tissue 
apparently does not jeopardize adequate response 
to effective therapy for tuberculosis to the same 
extent it might have done before the age of 
antibiotics and lung surgery. The following brief 
case histories are submitted in support of this 
conclusion. 


Case Histories 


Case 1: D. H., 45 years of age, had been a 
grinder on manganese steel castings for a 
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Roentgenogram of 3-6-53 shows mild nodular opacities throughout both lung fields, classified as siderosis, with an early 
minimal tuberculous lesion in the second left interspace. The film of 3-10-54 shows results of surgery with no change in the 
nodular pattern. The roentgenogram of 2-12-60 shows no further change other than regeneration of resected ieft sixth rib. 
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CASE 2, J.C. 
Roentgenogram of October, 1947, shows development of early siderosis but no evidence of infection. In the film of August 
1949, mottling indicative of active tuberculosis has developed in the right apical! area. The third x-ray in the series, taken 
on April 29, 1959, 10 years later, shows complete healing of the infection with no further change in the pulmonary 
nodulation 


period of eight years. His chest roentgenogram 
showed a definite discrete nodular pattern, inter- 
preted as siderosis or iron pigmentation of the 
lungs. In April, 1953, a routine chest x-ray by 
the company’s mobile x-ray unit disclosed an 
early minimal tuberculous lesion in the second 
left interspace. Following a period of observation 
of approximately a year, a left upper lobectomy 
was performed in which fibrocaseous tuberculosis 
vith focal cavitation was demonstrated in gross 
and microscopic sections. Bacteriological studies 
showed many acid-fast bacilli on direct smear 
and typical colonies of mycobacterium tuberculo- 
sis on suitable culture media. The employee made 
an excellent recovery and returned to work in 
the pattern shop in September of 1954. He has 
continued to work under periodic observation 
without further difficulty. 

Case 2: J.C. is a grinder with 35 years experi- 
ence in a manganese steel foundry cleaning room. 
His chest roentgenogram disclosed evidence of 


mild siderosis as far back as 1946. In 1949, he 


developed a pulmonary tuberculous infection in 
the apex of the right lung. A cavity was present 
and the sputum was positive for tubercle bacilli. 
He had been working on the same job for 24 
years when the infection occurred. His disease 
was recognized through a routine, annual com 
pany x-ray survey. He was hospitalized and 
treated over a period of six months, following 
which he rested at home for three months, then 
returned to part time light work at a nondusty 
operation. After another six months he went back 
to his regular job of grinding where he has re- 
mained without further incident and in good 
health for the past eight years. He is now 54 
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vears old and is expected to continue his present 
work until he retires at 65 years of age. 

Case 3: C. G. is now 53 years of age. He worked 
as a molder in a gray iron foundry from 1934 
ip to the time he developed roentgenographic 
shadows which suggested tuberculous infection 
in 1947. After continuous observation over a 
period of years, he was hospitalized for treat- 
ment in February, 1957, with a diagnosis of pul 
monary silicosis with superimposed tuberculosis 
He made good progress under intensive treat- 
ment and was discharged from hospital in Au- 
gust, 1957. He returned to work at his regular 
job of molder where he has remained up to the 
present time. He has been under observation by 
the chest clinic and states that he feels well. He 
has developed some hypertension recently along 
with “neuritis” of the right hand and arm but 
his tuberculosis remains arrested. 

Case 4: E. D., a 48 year old employee, was a 
crane operator in the foundry for 20 years. He 
was classified as having mild silicosis in 1951, 
but his earlier chest roentgenograms in 1942 
suggested some minimal tuberculous infection of 
indeterminate activity. He was observed until 
September, 1954, when he was found to have 
active pulmonary tuberculosis. A lobectomy and 
thoracoplasty were performed and the pathologi 
cal report indicated the presence of a tuberculous 
cavity. The employee made a satisfactory re- 
covery and returned to his regular occupation 
after a period of 14 months. He has continued 
to work at this job for the past three years with- 
out difficulty, but remains under observation al- 
though he is apparently well. 

Case 5: P. B., who is 49 years old, had been 
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CASE 3,C.G 


The film of 11-5-40 shows evidence of early silicosis without tuberculosis. The x-ray of 5-24-54 reveals increased evidence 


of silicosis with superimposed tuberculous infection in the right upper lobe and to some extent in the left. The latest film 


of 5-18-59 indicates stabilization of the lesions with little if any progression of the silicotic process 


a grinder in a manganese steel foundry for 13 
years when a company chest roentgenogram in 
1955 disclosed the presence of a tuberculous in- 
fection in the upper right lung. In addition, 
it was noted that previous serial films showed 
siderosis dating back to 1950. The employee was 
hospitalized in February, 1955, and treated in- 
tensively for his disease which was associated 
with findings positive for tubercle bacilli. He 
made excellent progress and was discharged 
from hospital in July, 1955. He came back to 
work in the pattern loft the following month 
where he stayed for several months. However, 
all the while he was very anxious to get back to 
his job of grinding. He was finally allowed to 
return to the cleaning room as a lead man in 





structing new employees in September, 1956 
Later, in March, 1957, he returned to work as a 
grinder with the stipulation that he must wear 
a respirator continuously. He was quite coopera- 
tive in this regard and continued on the job until 
he was laid off temporarily due to a plant reduc- 
tion in the working force. Following this he 
failed to report again for work and his employ 
ment was terminated. He was apparently well 
at this time. 

Case 6: H. M., a manganese steel foundry fore- 
man, died from injuries received in an auto- 
mobile accident in October, 1954. He was 62 
vears of age and had worked in the cleaning 
room since 1916. He was known to have had 
some exposure to free crystalline silica and iron 





CASE 4, E. D. 


Roentgenogram of 9-10-54 shows mild silicosis with tuberculous lesion containing a cavity in the upper right lobe of the 


lung. Films of 9-24-56 and 10-5-59 reveal results of lobectomy and thoracoplasty with subsequent healing of the infection. 


Some increase in fibrosis is suggested in the x-ray of 10-5-59. 
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CASE 5, P.B. 
The roentgenogram of |1-16-44 was considered to be within normal limits in contrast to the film of 1-20-55 which dis- 
closes siderosis with superimposed infection in the upper lobe of the right lung. The latest film taken on 4-21-58 shows 
healing of the lesion with no definite change in the nodular pattern. 


oxide over these 38 years but underwent surgery 
for an infiltration in the upper lobe of the right 
lung which had been under observation since 
1936. The lesion had been gradually increasing 
in size and on pathological examination proved 
to be a focal area of siderosilicotuberculosis. Re- 
covery was uneventful and the employee was in 
good health at the time of his accidental demise. 


Comment 


The experience with pulmonary tuberculosis 
portrayed in this study is not unique and no 
doubt can be duplicated in many other industries 
in this country and abroad. Nevertheless, it illus- 
trates the fact that with the maintenance of 
proper operating environments, occupational 
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disease of the lungs need not be an exceptional 
problem. The importance of adequate control of 
hazardous dust and fume produced by many 
foundry methods cannot be minimized nor can 
the knowledge that more specific forms of treat- 
ment for tuberculosis are now available, be sub- 
stituted for proper exhaust ventilation and other 
hygienic measures designed to ensure safe at- 
mospheres in which to work. If management lives 
up to its obligation to provide such surroundings 
and if employees will cooperate in using the pro- 
tective equipment installed for their benefit, 
workers can, in the great majority of instances, 
be returned to their regular jobs at the same 
rate of pay that prevailed before they became ill. 
To make the idea work, however, there must be 


CASE 6, H. M. 
Serial roentgenograms demonstrate the presence of siderosis in 1936 with subsequent development of a focal lesion of 
siderosilicotuberculosis in the upper right lobe. The film of 7-30-54 shows end result of surgery with no further change in 
the nodular pattern. 
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an increasing, firsthand knowledge of working 
conditions in the plants by family physicians, 
internists and hospital medical staffs so that 
accurate diagnoses of pulmonary ailments can 
be made. Without some definite idea of the de- 
gree of exposure produced by industrial harmful 
agents, the physician cannot be expected to 
evaluate properly the part played by an affected 
worker’s employment in his present disability. 
It is therefore incumbent on the doctor to be- 
come more familiar with occupational practices, 
a policy which most manufacturers will gladly 
welcome. Labor organizations must also attain 
an awareness of the fact that these employees 
cannot be rehabilitated unless assurance is forth- 
coming that unfair and costly claims for com- 
pensation will not be instigated. Rehabilitation 
of the tuberculous worker embodies the best 
effort of all concerned — physician, management, 
union, and the individual himself. With coopera- 
tion such as demonstrated in the reports de- 
scribed herein, complete restoration becomes an 
accomplished reality in the majority of cases. 


Summary 


A study of pulmonary tuberculosis among a 
small group of foundry employees indicates that 
the majority of those afflicted with active or 
indeterminate manifestations of the disease can 
be safely returned to productive labor at their 
regular jobs following adequate treatment. The 
incidence of tuberculosis in the foundry industry 
is small so that with proper hygienic control of 
working environments, together with cooperation 
between management, physician and worker, re- 
habilitation can be satisfactorily achieved. 


References 


1. GREENBERG, L.: The Incidence and Causation of Tuber- 
culosis in the Foundry Industry. Saranac Laboratory Symposium 
Lake, N. Y., 1951, p. 254 

Silicesis 
New York 


Tuberculosis in Industry,’’ Saranac : 
2. GREENBERG, SIEGAL, WILLIAMS, SMITH and Ross 
n the Foundry Industry. Special Bulletin No. 197, 
State Department of Labor, 1938 
3. Arden House Conference on Tuberculosis November 2% 
to December 2, 1959: Bulletin of the Nationa) Tuberculosis As 
sociation, February, 1960. 

4. Arden House Conference on Tuberculosis —- November 29 
to December 2, 1959: Bulletin of the National Tuberculosis As- 


sociation, February, 1960 


Medical Department Costs 


Company medical departments pay off. Industrial 
physicians and personnel administrators say a 
properly organized and administered medical de 
partment can slash absenteeism, cut job turnover, 
and reduce time lost as a result of injuries. 

Where previously supervisors might send home 
employees who complained of headaches or stomach 
aches, the medical department may give them medi 
cation and send them back to the job. One company 
reports that 97% of medical department patients 
return to their posts. A large New York advertising 
agency reports absenteeism was cut 40% by estab- 
ishing a medical department. Estimated annual 
savings: $35,000. A. D. R. Fraser, President of 
Rome Cable Corp., Rome, New York, says absentee- 
ism in the company dropped from 3.5% to 1.6% in 
the first year following installation of a medical 
department. Annual savings came to more than $800 
per production worker. An insurance office with 
200 employees cut labor turnover from 6.4% to 
3.4% within two years after inauguration of medi- 
cal facilities. 

Just the existence of a medical department helps 
reduce job turnover. That is the opinion of the 
American Association of Industrial Nurses. The 
Association says a medical department shows the 
company is interested in employee welfare; thus 


building loyalty to the company. 

Medical departments can help cut lost-time in 
juries, also. This conclusion is drawn from a sur- 
vey by the Newspaper Personnel Relations Associa- 
tion. The study, by Leonard Peet, Personnel Direc- 
tor, Atlanta Journal & Constitution, indicates 80% 
of newspaper medical department directors feel 
their clinics have been helpful in reducing accident 
severity rates, and 70% feel time lost due to on 
the-job injuries has decreased since installation of 
their department. 

A spot survey of 22 corporations indicated that 
the size of work force and the number of visits pe) 
worker does not appear to affect minimum medical 
department costs. Office space, medical equipment, 
a full-time industrial nurse, and a physician on call 
are standard. Basic annual cost: $22,500 to $36,000. 

Some companies employ professional assistance in 
setting up and manning their medical departments 
Life Extension Examiners of New York who per- 
form medical checkups for companies, organize 
medical departments for client-companies at an 
average cost of $9 per employee. Minimum invest- 
ment is $9,000 per year. Services include a com- 
pletely equipped medical department, a full-time 
industrial nurse and a doctor on call. 

Industrial Relations News, April 2, 1960 
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Simplified Psychiatrie Nomenclature 


For the Industrial Physician and General Practitioner 


e CHARLES E. GOSHEN, M.D. 
Washington Clinic 
Washington, D. C. 


By classifying the mentally ill pa- 
tient according to the way he thinks, 
and therefore the way he acts, the 
physician can arrive at an accurate 
yet understandable diagnosis. 

The use by nonpsychiatric physi- 
cians of a simplified system like the 
one presented here might serve as a 
strong influence toward the adoption 


of a better ‘‘official’’ system. 
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i gunenpgensar psychiatrists in the past have 
not excelled in making their knowledge 
understandable to other physicians. One might 
easily get the impression that we psychiatrists 
have gone out of our way to make ourselves un- 
understandable. Although we psychiatrists often 
complain about the prejudices and hostility which 
seem to emanate from our medical colleagues, 
we seldom take into account the fact that much 
of the misunderstanding which exists is due to 
our own failure to express ourselves in a language 
with which others are familiar. The matter of 
psychiatric diagnoses is a case in point. We 
psychiatrists have collected an imposing list of 
psychiatric terms which we call diagnoses and 
which could discourage anyone who wished to get 
an elementary understanding of our field. Actual- 
ly, the majority of the terms we use as “diag- 
noses” reflect our own individual preferences for 
names, and not the specific clinical condition of 
the patient. The condition, ‘“‘psychoneurosis,” for 
example, masquerades under a couple dozen dif- 
ferent names, any one of which could apply with 
equal accuracy to any particular patient. In view- 
ing one facet of a person’s life we may be im- 
pressed primarily by the presence of fear, in 
which case we would arrive at the diagnosis of 
‘“psychoneurosis, anxiety reaction.” The next 
day, we might see a different side of the same 
patient and call him a case of “‘psychoneurosis, 
obsessive compulsive reaction.” If we should 
happen to take a great dislike to this patient, 
we might decide he is a “psychopathic personal- 
ity, inadequate type.” 

Many of the terms we use diagnostically are 
simply euphemisms employed to present a 
pleasanter picture of something that we expect, 
otherwise, would carry a stigma. The good 
Anglo-Saxon word “crazy,” for example, is a 
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suitable term to use for certain conditions we 
find in patients. A hundred years ago when psy- 
chiatrists first began to specialize in the care of 
patients of this sort, we devised the term “in- 
sane’ to diagnose these people, thus demon- 
strating that we knew more about the state than 
the public did! It was not long, however, before 
the public adopted this term, too, forcing us to 
resort to a new euphemism. This time we cleverly 
resorted to Latin, and invented the term 
“dementia praecox.”’ No sooner did we succeed 
in getting this one firmly established than one 
of our confreres, Bleuler, created the term 
‘“schizophrenia.”” Now we use this latter term, 
but we are secretly looking for a new one to 
replace it because too many people have come 
to know what it means. Actually, it means 
“crazy,” nothing more and nothing less. 


Simplified Psychiatric Diagnoses 


If one never had to fill out the blanks on a 
hospital chart or an insurance form, it would 
be easy to get by without ever using any kind 
of psychiatric diagnoses. However, our demo- 
cratic society is bound together by sizable 
amounts of red tape, and this fact often creates 
situations where we have to write something 
down on a piece of paper to convey some kind 
of psychiatric impression of a person. For this 
reason only, we might take the trouble to learn 
a simplified system of psychiatric nomenclature. 
We would hope that simplification would not be 
achieved at the expense of accuracy. Following 
is a system that is both simple to learn and use, 
and also quite accurate. For those who wish, 
each of these few terms could be embellished with 
certain adjectives such as “mild,” “moderate,” 
or “severe,” to make the meaning more precise. 
If one wished to go even further in the direction 
of refinement, it is quite legitimate simply to 
state after the main diagnosis the prase “mani 
fested by .....,” including one or more descrip- 
tive phrases illustrating the outstanding features 
Conditions in which there is a basic neurological 
type of pathology are not included, for these are 
neurological rather than psychiatric problems 

such as encephalitis, epilepsy, brain tumor, 


brain injury, etc. 
Recommended Nomenclature 


Sefore deciding what diagnosis to select for 
a particular patient, we need to define precisely 
what we are diagnosing. In spite of what we 
might hear from time to time of a contrary na- 
ture, a psychiatric diagnosis is simply a category 
into which we classify a particular way of think- 
ing which we find in a patient. We are attracted 
to a study of his way of thinking by noticing 
his way of behaving. We need not have much 


sophistication about these matters to realize 
that his way of behaving is a reflection of his 
way of thinking. and when he changes his way of 
thinking, we see a change in his behavior. Our 
diagnoses will, therefore, be the possible cate- 
gories into which we can classify different ways 
of thinking. They are as follows: 

Normal: More so even than in general medi- 
cine, we need to use our Normal baseline from 
which to assess aberrant ways of thinking. Pre- 
sumably, the physician who is making the exam- 
ination will be able to use his own way of think- 
ing as his Normal yardstick. Simply and specif- 
ically, we can say that normal thinking is the 
kind which “arrives at rational, practical deci- 
sions through the employment of a coherent sys- 
tem of logic.’” We might simplify this even fur- 
ther by calling it “common sense.” Correspond- 
ingly, common sense will be the feature which 
we find partially or completely absent in the psy- 
chiatric patient. 

Neurosis (or Psychoneurosis): As we implied 
above, neurosis will be characterized by some 
degree of impairment of common sense. The true 
neurotic is not completely lacking in common 
sense. He may use it quite frequently, may 
easily recognize it in others, and may even ad- 
mire it in others. Yet, he does not always use 
common sense, and he is particularly apt to 
abandon it when things get rough for him, when 
he wants something very much, and when he 
thinks he can get away without using it. In this 
respect he is like an adolescent who seems quite 
sensible most of the time, but sometimes resorts 
to an immature, childish, unsensible way of ac- 
complishing something, particularly in the face 
of stress. The typical neurotic will express his 
somewhat childish way of thinking through his 
tendency to carry rather commonplace human 
frailties to an extreme. For example, he will 
complain about his health too much; he will be 
either overly neat or overly untidy; he will tend 
to be either miserly at one extreme or extrava- 
gant at the other. He will, especially, be either 
overly pessimistic or overly optimistic about the 
outcome of his decisions; in other words, he will 
either be a great worrier or brash. In respect 
to common sense, we can say about the neurotic 
that he usually knows what it is, but he does not 
consistently employ it because he does not have 
much respect for it, meaning that he is not 
willing to pay the price for being, consistently, 
a common sense person. This usually boils down 
to work for future rewards. 

Because his way of thinking is an exaggera- 
tion of what we might find in a normal person, 
rather than being something strikingly different, 
we are not likely to recognize the neurotic at 
first glance. It takes a little investigation into 
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his ways of living and thinking before we 
realize that he often fails to make consistent 
use of a calm and practical way of thinking, 
even though seeming to use it under some 
conditions. In other words, a short-range, cross- 
section view of the neurotic does not usual- 
ly reveal his basic neurotic way of thinking. 
Only by obtaining a longitudinal view of his 
past history or by following him for a while 
through the present and future are we able to 
see the ways in which he tends to carry too far, 
or make too often the human errors which any- 
one might make, but which the normal person 
learns to correct. Because his system of living 
and behaving has these immature qualities, it is 
likely to break down and cause undue disappoint- 
ment, fear, anger, frustration, etc. When this 
happens, he shows himself to the physician as a 
“neurotic” with “symptoms.” As long as his 
system does not break down, he does not pre- 
sent “symptoms.” It is meaningless to ascribe 
any unique character to the “symptoms” for 
they can take a variety of forms which are 
limited only by the patient’s imagination. The 
physician is less likely to make mistakes about 
the neurotic if he regards the complaints pre- 
sented as nothing more than indications that the 
neurotic system has failed to work. 

Psychosis (or Schizophrenia): Under this 
category we are putting only those patients who 
are psychotic (“crazy”) but have an intact cen- 
tral nervous system. In state hospitals these are 
“manic-depressives,”’ 
“senile 


called ‘‘schizophrenics,” 
“involutional melancholics,” and even 
psychotics.” In spite of the different labels, these 
patients differ only according to their ages, 
which means that they have had systems of 
thinking and living which have broken down at 
different times of life. Again, we can examine 
these people from the point of view of how they 
handle “common sense.” We find that not only 
do they lack a deep respect for “common sense,” 
but they go further, actually showing contempt 
for it, a quality which prevents them from really 
knowing what it is. This makes them quite dif- 
ferent from the neurotic, and this also imposes 
considerable difficulty on our ability to help them. 
The process by which their thinking arrives at 
conclusions bears little or no resemblance to 
what we commonly know as logic, but is likely 
to start from unfounded premises to arrive at 
preconceived conclusions without relying on any 
substantial amount of data to support them. The 
schizophrenic does not hesitate, for example, to 
draw sweeping conclusions about all people on 
the basis of a single unpleasant experience. If 
he wants to believe something, he fabricates out 
of his imagination, or selects from unrelated 
sources, material to support his conclusions. In- 
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terestingly enough, however, even the schizo- 
phrenic will have reasons for believing what he 
believes or for doing what he does. These reasons 
may not appear logical or sensible to anyone 


else, but they appear sufficient to the schizo- 
phrenic. In other words, the schizophrenic at 
least tries to justify his conclusions, but the 
quality which appears to be so bizarre to others 
is the irrational type of justification he uses. 

No isolated piece of behavior can be judged 
as being psychotic in its own right, but can be 
judged so only on the grounds of its having come 
about as the result of an irrational course of 
thinking. A person cannot be judged psychotic 
unless it can be demonstrated that irrational 
thinking characterizes a great deal of that per- 
son’s usual way of thinking, but not necessarily 
all of it. A psychotic person may appear quite 
rational in his thinking when he is dealing with 
impersonal material. His irrationality is most 
apparent, or may be solely apparent, when it 
concerns his concept of himself and of other 
people in relation to himself. The so-called “in- 
telligence”’ of a person gives no clue as to whether 
he is psychotic. He may be brilliant, for example, 
but be lacking completely in common sense think- 
ing. We must also be careful that we do not fall 
into the trap of regarding as “normal” the person 
who happens to agree with some of our opinions, 
and to regard as “psychotic” the one who dis- 
agrees. The particular stand that an individual 
takes on an issue is no measure of his degree 
of irrationality, but, rather, the kind of logic he 
uses to arrive at his conclusions will be the 
determining factor. 

Delirium: This condition, one which is pro- 
duced by a toxic state of the brain, is best re- 
garded as a medical rather than a psychiatric 
problem, but is mentioned here because it often 
becomes a source of misunderstanding. In the 
same way that fever or tachycardia are mani- 
festations of a toxic state, delirium is a manifes- 
tation when a toxic process involves the brain. 
The basic thinking problem in delirium is a 
disorder of the perceptual apparatus. This means 
that the incoming nerves or spinal cord tracts 
which bring sensory signals to the cerebrum 
have been affected in such a way that false 
messages are received. Because the brain re- 
ceives false impressions of the outside world 
(that is, outside the brain) a very logical pro- 
cess of thinking may lead to incorrect con- 
clusions. Perhaps the simplest example of this 
would be that of paresthesias where peripheral 
nerves send tactile messages to the brain not 
from sensory impressions picked up by tactile 
end organs, but from injured or diseased neurons. 
Because these pathological signals or perceptions 
are not clearly related to reality and to ex- 





perience, they are likely to introduce a high 
degree of uncertainty and confusion which 
frighten the patient, so that he is apt to be 
anxious during his period of delirium. When the 
toxic agent (such as in delirium tremens) is 
exerting a toxic effect on the entire nervous sys- 
tem, so that all nerve cells are impaired in their 
function, the degree of confusion becomes so 
great that the sensory apparatus is completely 
out of touch with the outside world. In mild 
degrees of delirium it is usually possible to 
“reach” the patient, or to hold his attention, 
through some sensory pathway (vision, auditory) 
which is relatively unaffected. When this can be 
done, the patient can be taught to disregard the 
false sensations he is experiencing and thus 
make it possible for him to think rationally. 
When all sensory pathways are affected to a 
serious degree, then the physician cannot get 
the patient’s attention, and rationality becomes 
difficult to achieve. In contrast, patients in the 
category we described before under “Psychosis” 
show no defect in the sensory apparatus. The 
false conclusions arrived at are not produced 
by false messages coming to the brain, but by 
false interpretations of reality resulting from 
an incorrect form of logic. 

Other Syndromes: Conditions that are high- 
lighted by such features as alcoholism, drug 
addiction, homosexuality, etc. do not require 
specific diagnostic categories for they are not 
significant as etiological factors. Instead, in 
each one of these conditions we will find that 
the patient is either a neurotic or a psychotic 
(never normal) and the outstanding trait which 
attracts our attention (such as excessive drinking 
of alcohol) is simply one of the many irrational 
or impractical types of activity to which his 
brand of thinking leads him. More important 
than the specific manifestations is the underlying 
type of thinking, so that a simple and accurate 
diagnosis could be, for example ‘Neurosis, 
severe, manifested by alcoholism.” All alcoholics 
are not neurotics, however, for many of them 
are psychotics. Similarly, an external manifesta- 
tion such as compulsive hand washing may be 
found in either the neurotic or the psychotic. 


Summary 


We have suggested a simplified system of psy- 
chiatric nomenclature and have discussed the 
nature of the “pathology” upon which it is 


founded. Excluding medical or neurological con- 
ditions (and delirium) which might have second- 
ary cerebral manifestations, the primary psy- 
chiatric conditions can be summarized as follows: 

1. Normal: A person whose way of acting, 
and therefore way of thinking is consistently, 
(but, of course, not invariably) rational and 
practical. 

2. Neurotic (or Psychoneurotic): A person 
whose way of acting and thinking is frequently 
immature or impractical, especially in times of 
stress, although the capability of rational think- 
ing is present. Basically, there exists in this 
person a lack of respect for common sense. 

3. Psychotic (or Schizophrenic): A _ person 
whose way of acting and thinking is profoundly 
irrational in respect to his view of himself and 
others (although it may seem fairly rational in 
relation to impersonal data). 

Subcategories: In addition to the principal 
diagnosis, a particular person may be additionally 
classified according to whether his neurotic or 
psychotic way of living differs from the normal 
to a mild, moderate or severe degree. In any one 
patient, of course, the degree may vary from 
time to time. Furthermore, a diagnosis may be 
refined to a more precise extent by the addition 
of descriptive phrases following ‘manifested 

” Examples of the kind of descriptions 
which might apply to individual cases would be: 
anxiety, paranoid tendencies, compulsions, alco- 
holism, drug addiction, homosexuality, depres- 
sion, hostility, etc. 

The above system of nomenclature is suggested 
as one that would be useful for nonpsychiatric 
physicians to use. It has no official standing. The 
present “official” nomenclature is unsatisfactory 
from all points of view, since it consists merely 
of modifications of old descriptive (“sympto- 
matic’) terms unrelated to the nature of the 
neurotic and psychotic thinking processes. The 
“official” nomenclature will be changed again, 
as it has been many times in the past, because 
it is so unsatisfactory. If nonpsychiatric physi- 
cians adopt a simplified system like the one 
proposed here, this might serve as a strong in- 
fluence toward the adoption of a better “official” 
system. The present “official’’ nomenclature is 
the one adopted by the American Psychiatric 
Association, and is also used in modified form 
by the military services and the Veterans Ad- 
ministration. 
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The Early Recognition 


of Behavioral Disturbances 


Drawing on experience from psychiatric practices in the armed serv- 
ices, the author discusses methods of detection and prevention of 
mental problems of industrial workers. 


e R. W. WAGGONER, M.D. 
Department of Psychiatry 
University of Michigan 
Ann Arbor, Michigan 


I' is obvious that the goal of industrial med- 
icine is to have a healthy worker on the job. 
This means not only the most efficient function 
of the working force but also, when possible, the 
awareness of and assistance with worker prob- 
lems outside the actual work period. It would 
appear that from time to time the benefits which 
might be derived from the disciplines of psy- 
chology and psychiatry have been oversold with 
consequent rejection of these disciplines when 
the expected results have not been produced. On 
the other hand, it would appear that there is still 
an insufficient awareness of potential benefit in 
certain areas. For example, the training of super- 
visors and first-aid personnel in the recognition 
of latent or developing mental health problems 
has not been universally present and full use 
has not been made of this potential. 

The experience derived from psychiatric prac- 
tices in military service could well be examined 
for possible use in industry, and I shall lean 
heavily on the experience of the military services. 
With this in mind one might divide the subject 
into four categories, as follows: 

1. Screening; 

2. Early detection; 

3. Preventive measures, which should apply 
both to the prevention of the milder disturbances 
and of the development of a milder disorder into 
a serious and perhaps unsolvable problem. 

4. The decision as to the handling of the 
problem once it has actually got out of hand. 
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Screening 


Let us consider, then, each of these categories 
in turn. Before World War II it was generally 
considered by psychiatrists that it should be 
possible to do a brief screening of individuals 
and to determine to a large extent those who 
would function satisfactorily in military service 
and those who would develop serious difficulties. 
In a meeting in January, 1941, in Washington, 
Dr. Harry Stack Sullivan, who was then Advisor 
to Selective Service, suggested that this could 
be done by training general practitioners as- 
sociated with the local Selective Service Boards 
to be aware of certain problems in the selectee 
which would indicate his lack of capacity to 
function in military service. This plan was 
developed because it was obvious that there were 
by no means enough psychiatrists available to 
undertake such a large assignment as would be 
required for mass induction. It very promptly 
became obvious that this was a vain hope and 
that a brief history and examination would re- 
sult in about as many errors as correct deci- 
sions. It then appeared that by obtaining a fairly 
complete longitudinal life history of the selectee— 
his adjustment at home, in school, and perhaps 
in work—there would be indication of his future 
military adjustment. An attempt was made to set 
this up in 1943 through the medical survey 
program. This plan also fell by the wayside by 
virtue of the inadequacy of the reports received 
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at the induction stations and by the fact that 
breakdowns very commonly occurred as a result 
of variations in environment threats, by the 
serviceman’s motivation or lack of it, and by 
the marked variations in leadership within 
military forces. 

It would seem that in industrial circles a more 
careful evaluation could be made than was pos- 
sible in the military service. Certainly a work 
history covering a considerable period would be 
a valid reason for the assumption that the in- 
dividual would be able to continue to make a 
satisfactory work adjustment. The question of en- 
vironmental factors and leadership provided by 
the worker’s immediate supervision would seem 
to represent a significant problem in present-day 
industrial circles. There is certainly a need to 
recognize various sources of satisfaction and 
dissatisfaction in the daily environment of the 
employee. Perhaps with the conflict which exists 
between management and labor and sometimes 
the use of propaganda to develop what are often- 
times false points of view on the part of the 
working man, there is a tendency to reduce the 
motivation and make adequate leadership dif- 
ficult, if not impossible. Thus a considerable 
amount of investment in the study of environ- 
mental factors might be particularly important 
to reduce the ineffectiveness of the worker. In 
military service, the quality of leadership could 
be judged by the degree to which the needs of 
the members of the group were fulfilled and at 
the same time aligned with group purposes. This 
lesson should apply directly to industry. 

Another sheet could perhaps be taken from the 
military book with regard to training and assign- 
ments as a part of the screening procedure. Later 
in World War II and in the Korean War it be- 
came apparent that a trial period in a given 
assignment was a better way of screening than 
any kind of background information. If in in- 
dustry it were possible to assign the worker 
to a job on a tentative basis, either with or 
without the aid of psychological studies, and a 
determination made of the actual interest and 
productivity of the worker, then this could lead 
to a greater degree of satisfaction on the part 
of the individual involved and to more effective 
work loads. It would seem entirely appropriate 
to negotiate such an arrangement in the union 
contract. The union and company representatives 
might accept such a suggestion if it is clearly 
understood that such an arrangement would be 
to the advantage of both the worker and the 
company. 

In some companies where workers have been 
assigned on the basis of psychological study alone, 
I have seen serious errors made, particularly in 
the minor executive group. This is one of the 
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areas referred to in the assumption that psy- 
chology had been oversold. In making this sug- 
gestion, I would not want to be understood as 
recommending against a procedure which had 
proved itself to be useful and expedient. 


Early Detection 


The second factor is that of the early detection 
of disturbances which might lead to difficulty, 
and this is actually the reason for this presenta- 
tion. It is a generally accepted fact now that 
the seeds are sown in early childhood or in 
adolescence for the development of emotional and 
behavioral disturbances. Although such early 
manifestations as difficulties in the relationship 
with parents or problems in school may not re- 
ceive much attention, as we review the early 
life history of an individual evidences of dif- 
ficulty usually can be determined to have oc- 
curred at a very early period. The degree of 
resistance which an individual manifests in 
response to stress, of course, depends greatly on 
his personality structure, and any factor which 
may strengthen the resistance to stress will be 
an important point to be considered later. The 
threshold level of stress resistance is a varying 
combination of the protoplasmic structure, early 
environmental molding and intrapersonal factors. 
Thus, fatigue may lower the threshold, but 
fatigue can be and perhaps more often is the 
result of using too much energy in emotional 
conflict. 

In childhood the pattern of excessive rebellion 
against authoritarian figures such as parents or 
teachers is often the first sign of what may be 
a serious problem in later life. To some extent 
this exists with all of us. We may resent being 
stopped by a policeman and tend to show this 
resentment even though we know that we are in 
error. There are numerous symptoms which 
should be looked for, but it would seem wise 
first to consider what is meant by the vague 
and ambiguous term ‘mental health” before we 
attempt to evaluate the procedures which might 
be used for the detection of mental ill health. 

“No field of medicine battles against such 

a welter of superstition and misconceptions 
regarding its doctors, patients and methods 
of treatment as does psychiatry. Unfortu- 
nately, the greatest lack of understanding, 
the most frequent source of misunder- 
standing is the attitude of the medical pro- 
fession itself.” 

This is a statement once made by Dr. Alan 
Gregg. Certainly this applies to the concept of 
mental health and disease in a more positive 
fashion than in anything else. We must turn to 
the behavioral sciences to provide us with the 
basic knowledge about human functioning. Un- 
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fortunately, our knowledge about deviations 
and malfunctionings far exceeds our knowledge 
of healthy functioning. It is certainly unwise 
to accept a statistical definition of behavior or 
of mental normality. 

“If once the statistically norma] mind is 
accepted as being synonymous with the 
psychologically healthy mind (that is, the 
mind in which the full capacities are avail- 
able for use), a standard is set up which has 
a most fallacious appearance of objectivity.” 
One of the better definitions of mental health 
that of Karl Menninger, who said: 

‘‘Mental health is the adjustment of huma: 
beings to the world and to each other with 
a maximum of effectiveness and happiness, 
not just efficiency or just contentment or 
the grace of obeying the rules of the game 
cheerfully. It is all of these together. It is 
the ability to maintain an even temper, an 
alert intelligence, socially considered behav- 
ior, and a happy disposition.” 

That the unhappy were sick is described in 
the Bible when the friends of Job told him that 
the reasons for his utter misery must be sought 
in himself. 

I would not like to leave the impression that 
one must conform to Menninger’s description of 
mental heaith if one is to do a reasonably good 
job. As a matter of fact, there are many indi- 
vidual personality complexes that, though in 
some way abnormal by traditional standards, 
would make a better adaptation to particular 
kinds of jobs than a clinically healthier person 
could hope to make. Thus, in military service 
many individuals who were severely neurotic 
had outstanding military records. Certain kinds 
of neurosis actually lead to the discharging of 
a specific kind of responsibility in a better-than- 
average fashion. Take the obsessive or compul- 


sive person whose neurosis is of moderate degree. 


Such an individual is required by his neurosis 
to do the best possible kind of work with par- 
ticular attention to the smallest detail. Further- 
more, the individual who appears to be shy and 
retiring, even the mild schizoid individual, can 
often do by far the best kind of job in vesearch 
or in areas where mixing with a large group is 
not required. On the other hand, the individual 
who in general might be considered as normal, 
placed in a position of isolation, or the intellec- 
tual person on an assembly line, might find this 
to be a kind of stress with which he would be 
unable to cope. 

We are concerned here with the fact that 
most of the manifestations which should be used 
for the referral of workers for psychiatric study 
are based on social incompetence rather than on 
lack of technical competence, although a decrease 


October, 1960 


in technical competency may very well be a 
manifestation of emotional disturbance. Thus 
the referrals for insubordination, general unre- 
liability, absenteeism, trouble making, drinking, 
laziness, violation of rules, carelessness, irrita- 
bility and fighting, dishonesty, misconduct, loaf- 
ing, dissatisfaction, may very well represent 
the workers with psychological problems. Such 
factors as bad attitudes, morale disturbances, 
poor productivity, chronic complaining, indif- 
ference, resentment of authority, daydreaming, 
time-wasting, are also factors which may be of 
significance and should be given consideration. 
These are not necessarily manifestations of a 
conscious reaction. 

When a worker stays by himself, or appears to 
be too shy and sensitive to mix with others, or 
becomes the butt of jokes of the group, he may 
be manifesting a few among many indications 
that trouble is brewing. Sometimes the very fact 
that he is the butt of jokes of the group is an 
evidence of the group’s recognition that he is 
abnormal or bizarre. Oftentimes this indication 
is not recognized. 

It is not generally recognized that somatic 
symptoms may be actually a camouflage for a 
serious underlying depression, and that in turn 
depression may be a manifestation of resentment, 
hostility and aggression. Many of the symptoms 
described above may be directly related to such 
factors. These manifestations, however, may 
oftentimes be quite as much the result of un- 
satisfactory placement or poor leadership as they 
may be the evidence of early sign of behavioral 
disorder. Thus the use of special screening aids 
such as the Cornell Index (during the war it was 
called the Cornell Selectee Index), may be of 
particular value. 

Since industry naturally seeks maximum ef- 
fectiveness from the manpower in its employ- 
ment, it might be well to establish a consistent, 
acceptable and standardized procedure for the 
handling of psychiatric problems, including the 
manifestations indicated above. Under such cir- 
cumstances, if an individual is referred for study 
he is not likely to interpret this as a kind of 
stigma. On the other hand, if psychiatric referral 
appears to be an unusual procedure, the work- 
man involved may very well feel singled out 
and accused and interpret this as a humiliating 
experience. 

It is increasingly recognized that it is impor- 
tant for managers and supervisors to know well 
their employees and subordinates. Only by so 
knowing them can they recognize early behav- 
ioral and emotional changes. This represents 
the equivalent of the emphasis given in military 
service that company commanders must know 
their men. Supervisory personnel should be 
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taught the early signs and symptoms of emo 
tional disorders so that they will be in a posi- 
tion to refer employees for emotional first-aid 
when that is needed. An example of what can be 
accomplished in this connection is the experience 
of our psychiatric clinic at Jackson Prison. A 
series of lectures and discussions with the guards 
has led to an entirely different attitude on the 
part of the guards toward their prisoners, and 
I am told by Warden Bannan that this has been 
an extraordinary contribution to the strengthen- 
ing of morale and the reduction of agitation 
and disturbance in the prison. 


Preventive Measures 


In considering the question of prevention, it 
must be realized that a very large percentage, 
some authors say as much as 90°, of the on- 
the-job problems of employees are related to 
their personal off-the-job lives rather than to 
the on-the-job situation. When supervisory per- 
sonnel know their employees it is oftentimes 
possible thus to learn of developing difficulties. 
Industrial psychiatrists emphasize the impor- 
tance of having emergency psychiatric treatment 
facilities available on the job or in the factory. 
Thus early and prompt treatment would appear 
to be as important as in military service where 
military psychiatrists emphasize the value of 
treatment as near front lines as possible, and 
the avoidance of the separation of the soldier 
from his unit. To meet this need some industrial 
organizations have provided counselors who ma) 
be consulted by employees about off-the-job 
problems which, until solved, seriously interfere 
with the employee’s efficiency on the job. Actually, 
if the employee has a basic emotional problem, 
the farther away from the job he gets the more 
difficult it is to resolve the problem and return 
him to work. Here it should be emphasized that 
suggesting a period of “time off” may be the 
worst kind of recommendation for ambulator) 
neurotics. Unfortunately, the value of this facto) 
is not generally accepted and I have had man) 
patients who have come to me after a series ot 
difficulties on the job where I am sure that the 
serious difficulty which I was asked to treat was 
to a very large extent iatrogenically determined 
The need for these psychiatric first-aid stations 
is being resisted in some industries in the same 
way that the setting up of physical first-aid sta 
tions was resisted after World War I. 

The influence of the attitude, behavior, and 
policies of top management and supervision in 
the way employees function is receiving increas 
ing attention. Much of the effect of the super- 
visory leadership in military service was identi- 
fied as a factor influencing mental health and 
effectiveness in their commands. Further, it is 
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necessary to convince management that many 
emotionally handicapped persons can be utilized 
effectively as well as the physically handicapped. 
The benefits of retaining such skilled personnel 
and reducing employee turnover are obvious. In 
one situation, a psychiatrist asked the president 
of a company what he thought the cost of the 
employee turnover per year would amount to. 
The answer was $100,000. Investigation, how- 
ever, indicated that the cost of employee turnover 
in that organization amounted to over two mil 
lion dollars per year. Resistance to the imple- 
mentation of principles of prevention stems not 
only from management but from the fears of 
organized labor and of the individual that cer- 
tain of their prerogatives may be usurped. The 
need for a satisfactory balance between stresses 
and emotional supports applies equally to non- 
military as to the military situation. Liberson 
states that industrial trouble spots are the fore- 
man, the work environment, fatigue and group 
maladjustment, to which I should like to add and 
re-emphasize the home environment. 


Psychiatric Treatment 


The final question—that of decision concern- 
ing the proper handling or planning for an in- 
dividual whose condition is such that his em- 
ployment cannot be continued—can be discussed 
very briefly, although it is a matter of consider- 
able importance. After an employee with evi- 
dence of a mental disturbance has been identified, 
it is obvious that some attempts should be made 
to give him psychiatric first-aid. If this does not 
suffice to reduce or remove the symptoms, then 
he should be referred for treatment outside the 
organization. I doubt very much whether ade- 
quate intensive psychiatric treatment can be 
carried on in an organizational setup, although 
supportive therapy and counseling by the com- 
pany psychiatrists or physicians are certainly) 
indicated. 

Certain more serious problems may develop in 
which it becomes vital that the individual be 
separated from the company, not only for the 
welfare of the worker but for the company as 
well. Oftentimes the significance of this in terms 
of the benefit to the employee may be difficult to 
sell, either to the employee or to organized labor. 
An example of what I have in mind is a patient 
| saw recently, referred by an industrial organi 
zation. This man had been injured three years 
before and for three years has been the source 
of difficulty as far as the organization was con- 
cerned. In a very brief evaluation of the patient’s 
background, it appeared that he had been mar- 
ried for some nine years, that two months before 
his marriage he had become converted to re- 
ligion and had “given up all his sinful ways of 
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adultery, stealing, fighting and other illegal 
behavior of this sort.” His behavior on the job 
for some six years before his injury was bizarre 
in that he was constantly trying to convert other 
workers to his brand of religion. The foreman 
states he was a “religious nut” and that during 
the relief period and during lunch period, the 
patient would read the Bible. The other em- 
ployees would kid him about it. The foreman 
said also that when he would criticize the patient 
for his work or reprimand him, instead of an- 
swering back as a “normal person” would do, 
the patient quoted passages from the Bible. The 
foreman said he was a fairly good worker but 
did have this rather odd quirk. Yet he tended 
to isolate himself and to be actually belligerent, 
antagonistic and suspicious. This characteristic 
behavior was recognized not only by his fellow 
workmen but by supervisors as being quite out of 
the ordinary and quite different from that of his 
associates. Nevertheless, he was allowed to con- 
tinue on for six years until a minor injury re- 
sulted in what has now, after treatment by the 
company and referral to several noncompany 
physicians, become permanent disability and a 
company responsibility. He has no_ physical 
evidence of the injury, but he has become very 
belligerent and paranoid concerning the company, 
feeling that they have treated him badly. He 
feels that the union has not given him the sup- 
port that it should have and he continues to 
seek redress from the wrong which has been 
done him. It is not difficult to determine that he 


has suffered a moderately severe schizophrenic 
illness for many years and obviously manifested 
evidences of it long before his injury. Proper 
evaluation of this man’s problem and his dis- 
charge or transfer to a more therapeutic environ- 
ment would have resulted in not only saving 
the company a great deal of money but in being 
of great value to the man himself. He probably 
would have been able to carry on in a less stress- 
ful and more supportive work situation. 

To re-emphasize, absenteeism, trouble making, 
drinking, violation of rules, poor productivity, 
resentment of authority, daydreaming are 
examples of variant behavior which may be 
indicative of beginning serious mental health 
problems. Such manifestations are by no means 
diagnostic but if persistent should certainly 
warrant investigation. 


Summary 


Although this discussion was to have been 
primarily focused on the recognition of behavior 
difficulties, that is to say, early mental disease, 
it seems that much can be learned from military 
experience with regard to other related factors 
involved in the occurrence of mental disease in 
industrial personnel. An attempt has been made 
to correlate some of these factors. In an explana- 
tion of my reason for doing so, I should like to 
call your attention to a comment made by Oliver 
Wendell Holmes: “Emphasis on the obvious is 
often more important than elucidation of the 
obscure.” 


Immunization Booklet 


The United States Public Health Services an- 
nounces a new issue of “Immunization Information 
for International Travel.’ This booklet contains 
complete information on immunization requirements 
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for travel anywhere in the world. Copies of the 
booklet may be obtained from the Superintendent 
of Documents, Government Printing Office, Wash- 
ington 25, D. C. at twenty-five cents per copy. 
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Following are comments on the kinds of personalities which tend to 
become depressed, the symptomatology of depression and the man- 
agement of the depressed patient. 


M”” psychiatric disease entities are manifest 


in disguised ways. This is certainly true 


in the case of the depressed patient. An indi 
vidual who has been productive, interested in 
his work, and easy to get along with may, at the 
outset of a depressive episode, lose his ability 
to produce, become antagonistic and unfriendly, 
and may show a personality change that is dif- 
ficult to understand. Without some ability eithe) 
to perceive the difficulties which the patient en- 
counters or to understand the dynamics of his 
behavior, the industrial physician is often at a 
loss to know how to evaluate the given problem, 
or to know how to cope with it. 

Depression is both a symptom and a diagnosis. 
By this is meant that almost every psychiatric 
disease entity contains some elements of depres- 
sion. On the other hand, we have specific psy- 
chiatric disease entities to which we attach the 
diagnosis: “depression.” Whether as symptoms 
or diagnoses, depressions vary considerably in 
intensity from one case to another and even from 
one time to another in a given patient. The less 
intense, or milder, symptoms of depression are 
often referred to as acute, superficial, or neurotic 
reactions. The severe, deep, or psychic depres- 
sions are characterized by more dramatic and 
intense symtomatology and observable physiol- 
ogical signs. 


Depressive Personality 


Generally speaking, persons who are depressed 
(or who tend to become depressed) reveal a 
rather common psychological approach of life. 
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They are individuals who take life seriously and 
seem to be removed from imagination and humor. 
They have rigid patterns of behavior, and when 
once established in a certain pattern, they are 
likely to pursue it intently and consistently. They 
work hard at what they do. Their activities may 
be relatively few in number, but they are ex- 
tremely wrapped up in those which they do pur- 
sue. They are perfectionists and approach every 
problem with the feeling that it must be accomp- 
lished and must be accomplished correctly! For 
this reason they are sometimes described as 
“slaves” to their homes, their children, and their 
jobs. Usually they are so involved in doing things 
in their perfectionistic way that they have little 
time for hobbies or for recreation. Sometimes 
they are lacking in color, charm, and spontaneity. 
Usually they are sensitive, shy, and seclusive; 
however, they often are respected because of their 
conscientiousness, their thoroughness, and their 
meticulous devotion to duty. 

The families of depressive patients also show 
some common characteristics. They are families 
which are socially insecure and, at the same time, 
have intense strivings for social prestige, econ- 
nomic success, or similar goals. The children 

future depressive individuals) are used in 
some way to solve the family need. Love is offered 
or withheld, depending on the families’ needs, 
which are predominantly unconscious. Failure 
is common because of the unrealistic standards 
set by parents. 

Usually the families are harsh disciplinarians, 
strict and rigid, uncompromising and punishing 
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in their atttude. Thus, their children tend to 
acquire by imitation and also by identification 
the superimposition of the personality of the 
parents) the same uncompromising, rigid, com- 
pulsive way of life. 


Symptomatology 


The symtomatology of depression must be di- 
vided into two main categories. These are (1 
emotional or psychological symptoms and (2 
biological symptoms. Careful examination of the 
patient will reveal some admixture of these 
groups of symptoms in almost all cases of depres- 
sion. 

Patients who are depressed, or who are in- 
clined to become depressed, are often quiet and 
restrained, somewhat pessimistic, and self-de 
preciatory. As indicated earlier, they lack spon 
taneity and enthusiasm. They are much inclined 
to complain of lassitude, feelings of inadequacy, 
discouragement, and hopelessness. They find it 
difficult to make decisions and experience trouble 
in dealing with problems that otherwise would 
not concern them. They tend to be unshakably 
concerned over their own personal problems, 
which they see with varying levels of insight. 
They feel rejected and unloved, complain of being 
melancholy 

The melancholy mood is one characterized by 
feelings of dejection, defeat, and hopelessness. 
It is often accompanied by an inability to enjoy 
or to be interested in anything. Thoughts seem te 
‘ome slowly and concentration is difficult. Some 
times there are ideas of poverty, sin, or delusions 
of disease. A state of tension often exists in these 
persons because there is a rather persistent fear 
of impending doom. Sometimes this tension looms 
into an acute anxiety reaction, in which case we 
describe the condition as an “agitated depres- 
sion.”” Sometimes the melancholy mood is accomp- 
lished by suicidal ideas. 

The changes in bodily function which occu 
in depressions are unlimited; a few of the more 
common are anorexia, insomnia, changes in gas- 
trointestinal activity, changes in basal metab- 
olism. Currently, some of our ideas, observations 
and theories about depression can be described 
as follows: The hypothalamus is the cephalic rep- 
resentation of the autonomic nervous system. It 
is connected with the cortex indirectly through 
the thalamus, and is connected directly with the 
peripheral autonomic nervous system at its lower 
centers by afferent and efferent fibers. 

By virtue of its position and connections, the 
hypothalamus integrates the activities of the 
viscera, the endocrine glands and smooth muscles, 
and emotional expressions with reference to the 
needs of the entire organism. Such regulation 
and integration maintain what Cannon refers to 


October, 1960 


as homeostasis in the normally functioning per- 
son. When depression is recognized cortically, it 
may be expressed peripherally by way of the 
hypothalamic controls, that is, through the mu- 
tually synergistic action of the sympathetic and 
parasympathetic nervous systems. It is in the 
effort to maintain homeostasis that we observe 
changes in bodily functions. 

Two cardinal physical symptoms of depressive 
reaction are anorexia and insomnia. The history 
of sleeplessness or loss of appetite, or both, is 
often said to have been the first indication of 
an impending depression. The depressed patient 
has little inclination to eat and usually takes 
nourishment with reluctance and after much per- 
suasion. In spite of the great need for sleep, 
sleep habits are grossly altered. The patient often 
awakens early in the morning and lies for hours, 
sleepless, tormented by painful ideas, only to 
complain the next morning of being dazed, worn 
out, and weary. Sometimes the patient will re- 
main in bed for hours or days at a time and still 
complain of not being refreshed. It is generally 
agreed that depressive patients are distracted 
by the content of their thinking and cannot sleep. 
By the same token, the patient may feel himself 
so unworthy that he does not consider himself 
entitled to food offered him. He either refuses 
food or states that he has no appetite for it. 

As a consequence of anorexia and insomnia, 
the body weight diminishes. There is a marked 
decrease in body weight early in depressions, 
becoming stabilized at a level well below the usual 
weight as the depression becomes protracted. An 
increase in body weight and the return of in- 
terest in food are frequently early signs of im- 
proved mood. 

Other frequent early physiological changes in 
depression are a slowing of the pulse and respira- 
tory rate, lowering of the basal temperature by 
one or two degrees, a cessation of or irregularity 
of the menses, and certain “nervous disorders,”’ 
such as headache, fatigue, and tinnitus. Some 
authors have noted an increase in the number 
of red corpuscles, inhibited excretion of uric 
acid, and glycosuria. All of the changes indicate 
that in the depressed state a disordered metab- 
olism must occur. 

Various investigators have pointed to the con- 
sistently low basal metabolism found in psychoses 
in general and in depressive reactions in par- 
ticular. Other investigators have reported mild to 
moderate hypertension and slowing of the pulse 
in depressed patients. 

Another important phenomenon in depressive 
reactions is that of changes in the gastrointes- 
tinal function, secn particularly in gastric se- 
cretion, tone, and motility of the bowel. It ap- 
pears that the depressive emotion exerts an in- 





nibiting effect on the gastric secretion with a 
resulting anacidity. This probably is not symp- 
tomatic in itself, but may play a part in the over- 
all digestive problem of the patient. Perhaps the 
indifference, the preoccupation, and neglect of 
bodily sensation so characteristic of the depres- 
sive patient initiates a vicious cycle, namely: 
faulty mastication, insufficient food and water 
intake, constipation and stasis, and secretory 
disturbance. 

Depressive reactions are likewise associated 
with hypotonicity and hypomotility in the gastro- 
intestinal tract. Roentgenograms and fluoroscopic 
studies in these cases reveal large dilated bowels 
which are slowly moving. Barium retention for 
more than 5 hours has been observed in as high 
as 68% of depressive cases. 

Dynamics 

The psychological background for depression 
(that is, the “setting of the stage’’) occurs early 
in the development of the personality. 

The young child, both physically and emo- 
tionally dependent on his mother, expects her to 
be always in attendance to help satisfy his needs. 
It is, of course, physically impossible for her to 
be present at every moment. Her announced ab- 
sence will produce anxiety in the child. An un- 
announced absence will be even more threatening, 


particularly if he has had no reassurance of her 
eventual return. To lose this source of security 
leads to anxiety, and such a frustration is always 
accompanied by anger and feelings of helpless- 


ness. 

A similar situation is seen in the family which 
places high expectations in their children. This 
is the family which is described as characteristic 
of the families of depressive individuals. The 
children in these families who do not succeed 
or meet their families’ expectation then feel par- 
tially rejected and experience a withholding or 
loss of love from the family. Again this results 
in anxiety and anger. 

Guilt is another important factor in depression. 
In the past we have felt that the conscience and 
subsequent feelings of guilt were developed after 
the child had established some identification with 
the parent of the same sex, at age 3 or 4 years. 
However, we have come to look on relationships 
much earlier in the life of the child as being im- 
portant in the establishment of the conscience. 
Certainly the mother, through her expectations 
and limitations, impresses the child with her 
concept of what is permissible and good. What is 
not acceptable to mother is not good. To be angry 
with mother, to depend on her, and at the same 
time to fear losing her love is a complicated 
guilt-producing situation. 

In persons who have experienced this set of 


circumstances there is a sort of psychological 
preparation for depression. To lose in interper- 
sonal relationships later in life or to lose loved 
ones, health, money, or even to experience a fan- 
tasied or threatened loss, is to become re- 
acquainted with the initial loss of love in early 
childhood. The real or imagined stress situation 
in the present produces the same complex psycho- 
physiological response to the past. 

Thus, to lose anything which is held dear is to 
be scared and angry. Since the person’s basic 
personality pattern is one of compulsive, rigid 
control over his feelings, he is unable to express 
his angry feelings outwardly. Consequently, these 
feelings are absorbed or introjected in the per- 
sonality. When these feelings of hostility are 
directed toward this individual, he is, in effect, 
angry with himself instead of being angry to- 
ward the world around him. When he is angry 
with himself and depreciates himself, he sees 
little hope in the future. This is depression. 


Management 


The management of depressive reactions pre- 
sents some problems which require careful con- 
sideration. It would be easy for the nonpsy- 
chiatric physician if he could simply refer his 
depressed patients to a psychiatrist. This, how- 
ever, is not only impossible; it is impractical 
and would not necessarily serve the best interests 
of the patient. 

Management of the depressive patient in the 
office of the family physician is a matter which 
logically can be divided into three distinct cate- 
gories: (1) the evaluation of severity of intens- 
ity of depression; (2) the medical management ; 
(3) psychotherapeutic assistance. 

Depressions are common; however, the multi- 
plicity and the diversity of the symptomatology 
often confuse the issue. We believe depression 
should be suspected when we find one of more 
of the following conditions: 

a. Sleep irregularities, particularly early morn- 
ing awakening( and vague physical complaints 
such as “pressure in the neck” or headache. 

b. An attitude of pessimism or discouragement. 

c. A generalized psychomotor inhibition such 
as decreased motility, poor concentration, or 
slowness of thought. 

It is often difficult to decide about the depths 
(intensity) of a depression. Perhaps it may be of 
some comfort to know that relatively few mild 
depressive reactions result in bodily harm or 
suicide. Suicide more frequently occurs in severe 
or psychotic depressions, which are often accom- 
panied by anxiety and numerous somatic de- 
lusions. It is our opinion that if a patient ap- 
pears to be depressed enough to hurt himself, or 
if he verbalizes this intent, in all probability 
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psychiatric consultation is in order. If it is not 
available, probably hospitalization should be 
recommended to protect the patient. 

A depressive patient should be given a careful 
physical examination and any specific medical 
problems—including those that are manifesta- 
tions of the biological components of depression 
should be treated actively by the doctor in the 
same fashion that he would treat any other pa- 
tient who experienced these problems. 

There is a continuing deluge of new drugs on 
the market that are said to be indicated for de- 
pressive emotional reactions. Caution must be 
used, however, in the long term administration 
of the energizers or tranquilizers, for some are 
depressive in themselves. We have found it help- 
ful to treat mild depressive reactions with some 
mild stimulants, at least for a short period of 
time, and for the specific purpose of helping that 
patient feel a little more comfortable in talking 
to us about some of his problems. The drugs 
should not be used as a substitute for adequate 
clinical evaluation of the patient and his en- 
vironment. 

Psychotherapeutically, one should approach the 
depressed patient with interest, supporting and 
comforting remarks, aimed at an understanding 
of why he is depressed. Basically, the physician 
should remember that the depressed patient is 
struggling with a hostile problem and profound 
feelings of loss and isolation. If the doctor feels 
himself emotionally strong enough to face this 
kind of a problem and feels that the patient’s 
past personality adjustment is satisfactory, he 
may elect to work with the patient through 
interviewing. 

In the psychotherapeutic situation the doctor 
has the responsibility of learning as much as he 
can about his patient. This knowledge must be 
shared judiciously with the patient, as the pa- 
tient develops his own curiosity about the motiv- 
ations in his behavior. The patient’s feelings, his 
attitudes, his relationships at home, and, of 
course, his relationships in the original family 
setting are extremely important. Any current 
depressing situations in his life, such as finan- 
cial reverses, job changes, loss of loved ones, 
separation from loved ones, or change of life are 
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factors that should be evaluated carefully, and 
the patient given as much support as possi- 
ble. 

In many patients suffering from depression, 
the hostile problems and the problems of his 
personal loss are never dealt with by direct dis- 
cussion. The patient is merely supported by a 
warm, understanding physician. On the other 
hand, the family physician can and should deal 
with the angry feelings when these hostile ex- 
pressions come forth. If the therapist can ap- 
proach his patient in a strong understanding and 
supporting manner, he has the opportunity to 
treat those basic psychological problems from 
which the depression has come. 

Psychotherapy has three phases—evaluation, 
treatment, termination. The doctor’s role begins 
as a parent-like figure who protects and limits 
the stresses on the patient. Ideally, as treatment 
progresses through increased participation by 
the patient, the doctor becomes a counselor and 
the patient is permitted, encouraged, and ex- 
pected to assume a more and more mature role in 
the therapy. At some point the patient may reach 
the “moment of decision,” in which he declines 
to explore further the deeper connections and 
memories about hostile feelings toward present 
or past significant figures in his life. Here the 
doctor must accept the patient’s decision and plan 
termination of the interviews, usually well in 
advance with depressed patients, in order to 
minimize their feelings of abandonment. 

The physician who will take the time to listen 
often will find that feelings of guilt, anger, and 
isolation will be admitted and partially resolved 
by these admissions. The physician who can help 
his patient see how his attitudes have developed 
and support him in his acceptance of them is a 
psychotherapist. 
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Only by careful coordination of the efforts of management and 

health experts can a successful emotional health program be estab- 

lished in industry. Slogans, tests and pretty brochures are not a 
substitute for hard work and common sense. 


ental health services in industry should be 
M viewed for possible contribution to the basic 
program of the industry. While any health serv- 
ice is of theoretical social significance as a force 
for betterment of the world in which we live, 
more practically, health programs are related to 
employee morale and productivity which bear 
important relations to the basic purpose of any 
industrial enterprise; to produce a product at a 
profit. The goals of the mental health portions of 
the program are the same as the other parts of 
the industrial health program and should be part 
of it. The goals: (1) The promotion and improve- 
ment of the emotional health of workers and 
management. (2) The detection of signs of emo- 
tional stress or distress. (3) The relief of stress 
where possible (first-aid), to prevent the prob- 
lem from becoming more severe. (4) The treat- 
ment of employees suffering from mental illness 
or provision for treatment elsewhere. (5) The 
rehabilitation of those who become ill and who 
recover sufficiently to return to work. Numerous 
industrial physicians’ have discussed the im- 
portance of the mental health program in indus- 
try and Ross*® in a recent article provides ex- 
amples of how a mental health program can 
help reduce absenteeism, accidents and alcohol- 
ism — three of the major health hazards in 
industry. This paper will be about management 
sponsored industrial health services, and will 
deal with prevention, early detection, and emo- 
tional first-aid, and not with the treatment of 
mental illness or the rehabilitation of recovered 
patients, as these last two services are net com- 
monly part of the plant operated program. For 


our purposes in this discussion, a person can be 
considered mentally healthy if he can cope suc- 
cessfully with the life situations he meets at 
home and at work, and derive a_ reasonable 
amount of satisfaction from his home, his work 
and his leisure time activities. Most employees 
spend less than 25% of their life at work, but 
in adult life it may be the principal contact out- 
side the home. In a way, work behavior is an 
observation window into the personal life of the 
individual and affords a view of his general 
health and conduct not otherwise available to 
the employer or the rest of the world. A man’s 
capacity for healthy living in a mental sense is 
determined by his heredity, his life experiences, 
his general health, his education, and the re- 
sources and problems of the particular world in 
which he lives. Some people find within the job 
setting sources for personal needs not met at 
home; others, with supporting circumstances at 
home, can tolerate unfortunate or crisis situa- 
tions at work without showing pathology. Thus 
situations which will produce pathology in a 
given person vary substantially with the general 
character structure of the person dealt with. In 
the working off of tensions encountered in the 
external world, some people become unusually 
energetic and conscientious employees, while 
others react pathologically in the work situation. 
One cannot reasonably expect industry to com- 
pensate for all the unhappiness that a man may 
encounter in the outside or the industrial world, 
but fortunately the very elements in a job that 
make the work situation healthy are the same 
elements that give support to a person who 
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brings tensions and problems to his work from 
his personal life. Some of the elements within a 
work situation conducive to mental health and 
others that tend to produce mental illness will 
be discussed. 

Self-Respect 

A worker needs to feel accepted within his 
working group. Each man, within himself, must 
feel he is important to someone. He must feel 
acceptance of his own unique person; acceptance 
of himself. If for any reason of religious, racial 
or personal difference from the group he feels 
that he is not liked or accepted, he will react in 
a variety of ways depending on his own per- 
sonality and past experience. For example, such 
a worker may withdraw and become isolated, 
having little personal contact with his fellow 
workers and, in extreme cases, he either quits 
or has many absences. Another person of differ- 
ent temperament may become aggressive and 
delinquent in an effort to call attention to him- 
self, because for some persons any kind of atten 
tion, even critical attention, may be better than 
rejection. Alleviation of feelings of rejection may 
be achieved by assignment to special jobs, plac- 
ing him on some planning committee or other 
measures designed to make him feel accepted 
and a member of the group. The supervisor may 
be able to persuade the informal leader of the 
working group of which the patient is a member 
to include him in more of the casual conversation. 
Often such small openings are enough. Some re- 
quire more persistent effort. Ling has expressed 
it “to enable people to remain mentally healthy 
and at peace with themselves they must feel that 
what they do in life matters.’”* 

Related to this sense of personal acceptance is 
the need to feel that the work being done is im- 
portant. In a complicated industrial plant the 
task of every person from the cleanup man to 
the design engineer is one of importance to the 
final success of the project. The important task 
of supervision is to make workers feel that they 
are important to the project and that when they 
fail to do their task effectively the work of the 
whole group is impaired. The worker who feels 
that he is personally accepted by his team, that 
he will be missed and his friends on the job will 
be inconvenienced if he fails to show up, is more 
apt to come to work when he has a mild cold or 
a severe hangover than the worker who feels he 
is contributing little and that his absence will 
be missed only by the timekeeper. 


Security 


A worker needs a sense of security, a sense of 
emotional or personal security. Such sense of 
security is extremely important in management 
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and the greater the responsibility of his posi- 
tion the more important becomes his feeling of 
having a place in the organization and confidence 
in his own ability. Studies of workers’ relation- 
ships in hospitals and in industry show that 
many of the problems within the employee group 
originate in feelings of insecurity, of being 


threatened. 

A supervisor who is not very sure of his own 
skill or of the confidence of his boss is prone 
to be overly critical of an errant employee, be- 
cause he fears that he will be criticised by his 
own superior if he allows too much leeway in 
the behavior and performance of those working 
under him. His over-reaction to the delinquency 
of the offending employee will often be met with 
anger by the victim, which may be expressed 
openly or, perhaps more seriously, by inward 
resentment and “fuming.” Because most em- 
ployees are conscientious and will be suffering 
from guilt feelings at having committed the 
error, the aggression of his superior threatens 
him further, making him more tense, but the act 
also relieves his guilt feelings to some extent. 
The offender with guilt relieved may react by 
turning his aggression back on the superior 
whom he now believes is misunderstanding and 
mistreating him. Another supervisor, more se- 
cure about his own competence to do his job, is 
apt to give the erring workman a chance to ex- 
plain his side of the present situation, which 
may accentuate the worker’s guilt feelings. With 
guilt feelings at work, the supervisor can repri- 
mand the employee according to the significance 
of error, and the end result will probably be an 
improvement in the future relationship with the 
employee, rather than the reverse. 

Responsibilities 

An important contribution to the mental health 
of an employee is a clear concept of the responsi- 
bilities, duties, and privileges he has in a particu- 
lar work situation. Many industrial organizations 
pride themselves on their competence at manage- 
ment and organization, but it is not uncommon 
to find persons in industry who are assigned 
jobs without explicit instructions about where 
they may look for guidance or help. In such a 
plant a new employee may also have an unclear 
concept of what is expected of him. Poor integra- 
tion into a job can occur at almost any level of 
employment. In such confused surroundings most 
persons turn to fellow employees for advice and 
guidance and their guidance may or may not 
be just what management expects. Obviously a 
person who works with a concept of his job that 
differs from his supervisor’s expectations will 
find himself in situations that are difficult and 
the source of severe emotional stress. As man- 
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agement practices have improved, situations due 
to inefficient job description and role assign- 
ment occur less often, but occur they do and 
far too frequently for most efficient cooperation. 


Place in the Organization 


Clear-cut lines of authority are important, 
particularly as one gets into higher echelons of 
management in large and complex business oper- 
ations. At the lower level the production line 
worker’s relationship to the immediate superior 
is reasonably clear. In the higher echelons of 
management, lines of authority may become a 
little vague and an employee may find himself 
working for two or three different bosses. The 
“top brass” may go over or around a subordinate 
to reach somebody at another level, usually with 
the professed intention of “greater effective- 
ness,” but such a motivation is suspect. A per- 
son given responsibility and authority must also 
be given support by his superiors and a relatively 
free hand within the general policy that is stated 
at the time of the delegation of authority. It is 
further important that the lines of authority in 
the administrative system be defined and sepa- 
rated from the staff or advisory functions that 
are prominent in large technical operations. 

All of the items are well known to management 
and are often well presented in expensively 
printed brochures, but consulting with persons 
who come from industry shows that confusions 
in line of authority and in poor delegation of 
authority are common. Further confusion of 
staff and administrative functions are a common 
cause of stress among the personnel. Occasionally 
some large company or agency intentionally 
divides administrative responsibility and author- 
ity. This seems to occur when the operation of 
a unit is of a highly technical sort, such as a 
research organization, a hospital, or a university. 
Some person, well intentioned but not too wise, 
may come up with the thought that these profes- 
sional or technical people should not be involved 
with business matters, and that knowing nothing 
of business the business organization should 
therefore be separate and outside so as not to 
interfere with the smooth technical operation 
and so “business” may be done in a “business- 
like’ way — whatever that is. Overlooked is the 
fact that the smooth technical operation cannot 
go forward unless such business matters as jani- 
tor service, distribution of telephones, delivery 
of supplies, moving partitions, purchase of 
equipment, etc. are geared to the technical prob- 
lem. 

In my opinion, the best way to insure execu- 
tive discontent and ineffective operation is to 
remove administrative control from the technical 
people and set up a “split administration.” 


” 


Hope 


Employees need to have some concept of what 
the future holds for them in a particular com- 
pany. Workers who move from one company to 
another do so because they feel that the future 
holds more for them in the new area. This “fu- 
ture’ may be better opportunity for promotion, 
for job security, for higher pay or some other 
real or phantasied personal advantage. The highly 
competitive and insecure position of the junior 
executive partially stems from unclear concepts 
of what the future may hold for him in a par- 
ticular company. Some thought in planning and 
informing subordinate persons of the means and 
ways of working up through the administrative 
echelon, what the future opportunities are, can do 
much to promote individual security. 


Problems 


Studies by sociologists show that persons 
working in groups will establish their own in- 
formal system of leaders and devise ways of 
getting work done as required by the manage- 
ment, if actual leadership is not supplied by the 
designated supervisor. Work groups can help 
maintain mental health in the individual if the 
employees develop allegiance to the group and 
find within it some of the ordinary human satis- 
factions listed above. When employees do not 
find reasonable satisfaction within the group, 
they tend to become isolated from it, or cause 
dissension in their fellows. Firing the mal- 
adapted person or transferring him merely post- 
pones the final handling of the problem. Argyris® 
writes that the organization of the modern in- 
dustrial plant, under the best of circumstances, 
tends to produce emotional stress in the person- 
nel. The administrative patterns now thought to 
insure high productivity may have within them 
elements which run contrary to our present 
knowledge of the elements needed for efficient 
functioning of human beings. Perhaps a plan 
based on applying to the industrial situation 
basic knowledge of dynamic psychiatry and 
sociology would improve the general mental 
health and productivity of employees. At least 
such a hypothesis is worthy of testing in the 
industrial setting. 


Poor Emotional Health 


Signs of poor emotional health are familiar 
to most personnel men, supervisors, and plant 
physicians. Ineffectiveness of the employee is 
the usual result of severe emotional stress, and 
this ineffectiveness is usually due to absenteeism, 
accidents, illness, “colds,” “muscle strain,” alco- 
holism, poor morale, or plain lack of desire to 
work. Serious signs of stress in a plant are 
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multiple resignations, high accident rate, trouble- 
making employees, low productivity, and damage 
to equipment. Attempts to relate productivity to 
emotional health do not always show a positive 
correlation® but studies in this area are few. 
Administrative studies of hospitals seem to show 
improved employee attitude increases the thera- 
peutic effectiveness of the hospital, and a greater 
discharge of recovered patients may be akin to 
the “product” of a manufacturing industry. 

Work now in progress? shows that an indi- 
vidual worker’s absenteeism and illness pattern 
develops early in his work career and that dif- 
ferent patterns are characteristic of the in- 
dividual. Some of these differences are related 
to the sex of the worker and to accepted patterns 
of behavior for persons of certain types. Illness 
among industrial employees follows a cluster 
pattern for each individual,’ and these illnesses 
tend to be of the same general type. The clusters 
of illness are correlated with periods of personal 
stress rather than with working conditions, cli 
mate, or exposure to industrial hazards. 


The Community "Outside" 


The above discussion deals with situations 
within the industry. It is obvious both to industry 
and employee organizations that an important 
part of a health program is the emotional cli- 


mate of the community in which the industry 
exists. It thus behooves the leaders in industry, 
their medical staffs and the employee organiza- 
tions to participate in the activities for better- 
ment of the community. Fostering work oppor- 
tunities, and recreational, educational and health 
facilities within the community are important 
first steps in setting up any preventive program 
in the field of mental health. The economic, 
emotional and moral climate of the community 
have an important bearing on employee health. 


Emotional First-Aid 


In spite of the efforts to prevent the develop- 
ment of emotional crises by management opera- 
tions, some will occur. Therefore, the health 
department or the personnel system must develop 
some kind of emotional first-aid program. This 
is sometimes called “secondary prevention.” As 
a physician, I believe this aid program should 
be under the direction of the health service. As 
Ross! has pointed out, “There is no question as 
to whether an industrial physician will or will 
not deal with emotional and social problems in 
a factory. The only question is as to whether he 
will deal with these effectively or not, and 
whether he will or will not make use of currently 
available attitudes and techniques and knowledge 
towards his more effectively dealing with such 
problems in factories.” 
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An important facet of an emotional first-aid 
program is providing some way for an employee 
to “blow off steam,” to ventilate his grievances 
and, if possible, aid him to bring about some 
solution which will prevent chronic emotional 
stress. Supervisors at the lower echelon will do 
much to prevent many major problems if they 
are secure enough in themselves and _ skilled 
enough to permit temper tantrums and outbursts 
of profanity from angry employees to go un- 
challenged for the moment, postponing discus- 
sion until the heat of anger has subsided. At 
this later interview limits may also be set for 
future behavior, and penalties agreed upon to 
be assessed for similar violations in the future. 

In addition to this safety-valve mechanism, 
there should be available a company nurse, a 
counselor, or a physician to whom the employee 
can go in confidence to discuss his personal 
grievances. This operation has two main values. 
In the first place, in discussing the grievance the 
employee frequently gets a new slant on it and 
often wants to do nothing further about it, or 
he may see what his own contribution has been 
to the situation and rectify it. Secondly, the 
employee often feels better after he has been 
able to “get it off his chest” and, on second 
thought, decides the matter is not worth con- 
tinuing. Supervisors, nurses or counselors doing 
emotional first-aid should have a _ psychiatrist 
available for consultation. If a psychiatrist is not 
available in certain sections of the country, the 
industrial physician should ground himself in the 
rudiments of psychiatry for consultation purposes 
so that he may handle these problems and decide 
who should be referred on to centers where 
psychiatry is available. If it seems that the situa- 
tion is a chronic recurring one within the organi- 
zation, the physician may see fit to call it to the 
attention of his administrative associates, with 
the intent that management rectify the situation. 

As is well known to management, problems of 
an emotional sort have a tendency to crop up in 
particular sections or echelons of any organiza- 
tion. In such cases one should look to the persons 
in the supervisory position. It may be found that 
the person in the supervisory position does not 
have the ability to build into the work situation 
conditions which promote emotional health. As 
an example, persons with outside problems often 
bring their problems to work with them, and an 
understanding and supportive supervisor, or 
understanding and supportive fellow employee 
may help him work these problems off on the job, 
at times with the fellow employee not being 
aware that he has a problem. At times the super- 
visor may be so insecure himself that he cannot 
give any real support to his employee. At other 
times the supervisor is himself so neurotic or 





under such personal stress that he may cause 
the pathology within the work situation. 

Psychiatric first-aid should be available to 
employees in ail echelons of an industrial or- 
ganization. Persons in major executive positions 
should have access to a broadly educated person, 
if possible a well trained psychiatrist who under- 
stands group and public health matters. Super- 
visors and lower echelon employees also need 
persons with whom they may discuss their prob- 
lems and ventilate their insecurity. A trusted 
figure of support and guidance may be someone 
within the medical department, but within some 
industrial frameworks counselors working in the 
personnel division have been successful. The in- 
dustrial psychiatrist or the counselor should not 
advise personnel or management on administra- 
tive problems, but rather should advise them 
about their own blind spots in relation to them- 
selves and to other people so they can use this 
knowledge meaningfully in arriving at their own 
decisions. 

Perhaps one of the most difficult management 
decisions is to support persons in a lower echelon 
when that person has made a decision or car- 
ried on an act with which they do not entirely 
agree. Top management must share the responsi- 
bility for errors of subordinates and not tend 
to treat their own insecurity by “passing the 
buck.”” Rectification of the situation within the 
particular administrative unit should be done 
privately and without the knowledge of those 
outside that unit. 

Many persons writing on administrative coun- 
seling and mental health in industry recommend 
that interviewing techniques be taught to per- 
sonnel at the lower supervisory level. This can 
be helpful if the interviewing technique is used 
in a clearly defined way to allow personnel to 
express difficulties, to make complaints, and to 
ventilate their own immediate stresses and 
anxieties. It should not give the supervisor a feel- 
ing that he is equipped to carry on therapeutic 
interviews. Mastery of interviewing techniques 
can also aid the supervisor to hold the interest 
of his employees in discussion and to build up 
their confidence in his leadership. In conducting 
group interviews the leader permits each person 
to express his own ideas and suggestions, render 
his complaints and define them until the issues 
are definite. After discussing the agreements 
ind objections to a proposed plan, at the end of 
the interview specific and clearcut decisions 
should be made so that people can have a clear 
view of the goals of the group and of the per- 
formance expected of them. 


Tests as an Aid to Mental Health Promotion 


Tests are widely used as a management tool 


in some organizations, particularly in the per- 
sonnel program. From a health viewpoint, tests 
are useful provided they are used with a specific 
goal in mind and with the full knowledge both of 
their strength and their limits. To place pri- 
mary reliance on a test that does not make an 
interpretation that fits the rest of the evidence 
is most unwise. In consideration of any personnel 
problem, a test as one factor to be considered 
may be very important, but experience does not 
support the use of tests as the principal decision 
making tool. In higher echelons the use of ob- 
servations of the employee in role playing tech- 
nique has been advocated.! Important decisions 
about promotion to increased responsibility and 
similar decisions can best be made by observing 
persons in their daily work and using this ex- 
perience for prediction of their performance in 
the new job. Multiple observations brought to 
bear on personnel selection proceedings increase 
the probability of correctly predicting future 
performance.*® 

A series of tests with multiple discussions by 
supervisors who have had the employee in their 
department, combined with the work record of 
the employee, is a better procedure for deciding 
the mental suitability of an employee for a par- 
ticular task. There is available a series of charts 
organized into a recording system that, properly 
used, may increase the objectivity of the super- 
visors, but one must be certain that the super- 
visors maintain their level of interest in the 
recording after being properly instructed in the 
use of the system. If the recording of the chart 
becomes an onerous task there may develop a 
tendency to repeat the previous observation, or 
the supervisor may make random variations, not 
accurately recording the employee’s behavior but 
recording his own preconceived idea as to how 
the chart should look. Tests play a less important 
role in the selection of people for major manage- 
ment positions. If a major industrial post is 
open and if top management people have surveyed 
the field and selected three or four persons as 
the best candidates for the post, and then sub- 
ject these three or four people to tests to select 
“the best one” they are wide open to operation 
by unscrupulous or poorly informed persons who 
do not recognize the limitations of their methods. 
It is more than likely that any of the final can- 
didates selected could adequately carry out the 
job, and the ‘“‘tester’’ may choose the one who 
most nearly fits his own concept of what the job 
should be. If management could outline spec- 
ifically for a job the personality traits needed by 
a person of particular background, temperament, 
age, sex, etc., then tests could be of greater help. 
Business firms often report satisfaction from 
selecting personnel from tests for the reasons 
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mentioned above. Any of the persons the tester 
examines in these circumstances could probably 
do the job. So far as I know, no one in top man- 
agement has ever picked from among the top 
candidates the candidate least likely to succeed, 
according to the tests, but it would be less 
hazardous than you think. 

In summary, tests may be helpful, but like any 
laboratory test in medicine are not infallible. 
They should not blunt one’s clinical judgment 
but rather tests are properly used to sharpen 
one’s method of observation. 


The Care of Persons Who Develop Illness 


Part of the industrial mental health program 
is the treatment of those persons who become 
seriously ill, and another part is the rehabilita- 
tion of those who become ill and recover suf- 
ficiently to return to work. In most agencies this 
is handled by referring the patient to outside 
psychiatrists. In referring persons to an outside 
psychiatrist there are some general principles 
to be observed. In the first place, sending a person 
to a poorly trained psychiatrist may be worse 
than not referring him at all. Good treatment 
usually takes a long time. If persons are to be 
referred for psychotherapy, a long term propo- 
sition in itself, the patient should continue in his 
job if his behavior permits. The company doctor 
must insist that the patient choose a person who 
is by training and by reputation a competent 
psychotherapist. Some physicians do ‘“psycho- 
therapy” by endlessly chatting with patients 
during the interview hour and accomplish noth- 
ing. Since even the best psychotherapy tends to 
take months and at times years, it is not efficient 
to assign patients to an incompetent therapist 
and then, after many months, come to the con- 
clusion that maybe the physician does not know 
what he is doing. The best therapists will have 
many failures in long-term, difficult, dependent 
and neurotic persons. It is essential that the 
referring physician have confldence in the thera- 
pist selected. If necessary, consultation should 
be held with persons of well established reputa- 
tion as to a therapist capable of treating a par- 
ticular patient. 


Research Needed 


The conclusion from this discussion is a re- 
commendation that research work in group man- 
agement in different industries be expanded. In- 
dustries employing large numbers of machinists 
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or handworkers or construction workers, where 
persons work in larger groups, must have dif- 
ferent problems than a chemical or power plant 
where most of the work is done mechanically 
with skilled operators working alone or in very 
small groups. Whatever the distribution of 
employees, we do know that the employees of a 
hospital or industry make up a significant social 
system that has self-perpetuating properties of 
its own and these properties must be better 
understood if we are to work effectively in im- 
proving administrative effectiveness. 


Summary 


It is possible to promote emotional health in 
any industrial setting, but to do so takes careful 
planning by persons who understand the work- 
ings of individuals and of groups. The health 
service must collaborate with persons in manage- 
ment who understand the situations in the par- 
ticular industry and in the particular plant of 
the industry where the program is to be or- 
ganized. Only by careful coordination of the ef- 
forts of management and health experts and by 
continuous supervision can a successful emotional 
health program be established in industry. Fur- 
ther research is needed to increase our knowledge 
of industrial psychiatry. Financial and human 
resources involved make it worth while for in- 


dustry to continue to expand the development in 
this area. Slogans, tests, and pretty brochures 
are not a substitute for hard work and common 
sense in organizing any kind of health program. 
Good intentions are not a substitute for com- 
petence or for professional training. 
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OCCUPATIONAL REHABILITATION 


Following Mental Illness 


e LEONARD E. HIMLER, M.D. 
School of Public Health 
University of Michigan 
Ann Arbor, Michigan 


Work is an integral part of human functioning, and it provides 

channels of expression for the fulfillment of physiological and 

psychological needs. Satisfying these needs in a socially and econom- 

ically permissive environment is a decisive factor in the individual’s 
mental health. 


he motivation for work and the choice of 

vocation reveal both conscious and uncon- 
scious efforts toward self-realization. On the 
level of conscious adaptation work offers the 
individual opportunities for personal accom- 
plishment, achievement of security, social recog- 
nition, and a basis for his plans for family life. 
Unconscious forces often express themselves in 
the identification with family figures or patterns, 
the impulse to mastery, the innate drive to 
creativeness, and the discharge of strong aggres- 
sive energies. Interference with the fundamental 
disposition to work, whether from intrapsychic 
or extrapersonal causes, hampers personality 
growth and impedes social integration. 

These considerations take on heightened sig- 
nificance when the individual’s work is inter- 
rupted by mental illness. Occupational therapy 
constitutes an integral part of psychiatric 
treatment during the active and convalescent 
stages of mental disorder. With improvement 
and recovery, the principle that the handicapped 
person should be given work for ability, not 
disability, applies equally to both physical and 
mental illness. But mental and emotional dis- 
turbances involve the operation of the total 
personality to a much greater degree than pre- 
dominantly physical conditions, and this may 
complicate the rehabilitative process in many 
ways. Unfortunately the element of predictability 
in respect to duration and prognosis of illness 
cannot be as well defined in psychiatric disorders. 
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3ecause of individual differences and the fact 
that support and understanding from others 
usually is of key importance, it is impossible to 
provide any standardized approach for all cases 
or even for the same diagnostic subgroup. Suc- 
cessful re-employment after mental illness begins 
with open channels of collaboration between the 
industrial physician, the personal physician, the 
consulting psychiatrist, the hospital or sanitar- 
ium, and_ representatives of rehabilitation 
agencies. 

One misconception that often adds to the com- 
plexity and confusion surrounding this problem 
is the notion that individuals who have had 
mental illness make up the majority of the 
substandard workers who perform below optimal 
levels of competence. It is true that certain 
maladjusted individuals with personality handi- 
caps and character defects constitute special prob- 
lems in the community, in the courts and in the 
clinics attached to the courts, as well as in 
industry, but these marginal people should be 
sharply separated from the mentally ill who are 
capable of profiting from psychiatric treatment. 
With this reservation, it can be safely stated 
that when properly placed, the patients who 
have improved or recovered from mental illness 
can be expected to parallel the satisfactory and 
often excellent work record of the physically 
handicapped. 

The influence which mental illness has on work 
habits or skills is a highly individual matter, 
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and it may be evident on a wide range from no 
significant effect on one extreme to total and 
permanent disability on the other. However, as 
in physical illness leading to some degree of 
handicap, severe impairment is confined chiefly 
to the acute or clinically active stages of the 
mental disorder. Again as in physical illness, 
early recognition and intensive psychiatric treat- 
ment within the first few days or weeks after 
onset are both highly favorable factors in the 
prognosis for rehabilitation. 

Out of the great constellation of factors in- 
volved in re-employment after mental or emo- 
tional illness, the following five seem to me to 
be of greatest importance: (1) the age of the 
patient at the time of onset, (2) his personality 
background, (3) the clinical diagnosis and the 
course of the illness, (4) the treatment and dis- 
charge procedure, and (5) the attitudes of the 
patient, his family, and his employer. 


The Age Factor 


As with physical handicap, the age at onset of 
the illness may have considerable relationship 
with occupational choice and motivation for 
work. Schizophrenia, having its onset generally 
in young adult life, is particularly crippling in 
this regard, since it restricts or eliminates op- 
portunities for work experience just when the 
basic work habits and skills should be acquired. 
However, if the schizophrenic patient has ac- 
quired acceptable work habits and occupational 
skills in his premorbid period, the possibilities 
of rehabilitation in the same or a related type 
of work are greatly improved. 

Fortunately, most of the other major mental 
illnesses have their onset after the second decade 
and thus after early work habits are acquired, 
with the result that choice of vocation and train- 
ing are not interfered with to the same extent. 
The psychoneurotic episodes and the depressive 
reactions which occur in the middle years gen- 
erally do not call for prolonged treatment away 
from work—on the contrary, for many of these 
individuals a prompt return to work may well 
constitute part of the therapy. The special per- 
sonality traits found particularly in women who, 
when wedded to a job, develop involutional psy- 
chotic reactions, namely, self-sacrifice, conscien- 
tiousness, obsessive tendencies, and rigidity, 
often make these individuals very dependable 
employees. In addition to work, their psycho- 
therapeutic reorientation must include regular 
vacations, recreation, and more balanced social- 
ized outlets for accumulated frustration. 

Rehabilitation of individuals who have a men- 
tal illness in the pre-retirement period is related 
to the larger problem of assisting them to pre- 
pare for a change of pace without excessive 
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emotional reaction. This applies not only to the 
functional type of disorders but to some of the 
milder organic and hypertensive syndromes as 
well. 


Personality Background 


Work adjustment cannot be appraised apart 
from the individual’s basic personality structure. 
The occupational history is inseparable from the 
other psychosociomedical aspects of the individ- 
ual’s case history. Factors dating back to early 
family background which influence success at 
work are fairly well known and their under- 
standing is as important for the placement of 
the mentally ill after recovery as it is for all 
persons seeking employment. The familiar saying, 
“People take their childhood with them to their 
jobs” applies even more to psychoneurotic pa- 
tients than to others. The solidarity of the 
family unit gives a basis for the “group belong- 
ingness” invariably found in the vocationally 
well adjusted, and lacking in those who are 
incapacitated for work. Some work habits and 
interests are rooted in the play activities of the 
child. It is readily conceivable that many of the 
qualities used later to measure efficiency and 
productivity at work are evolutionary outgrowths 
of parent-child relationships. The joy of achieve- 
ment, the acceptance of responsibility and rules, 
persistence in the face of frustration, a con 
sideration for peisonal safety, the discharge of 
aggressive and erotic drives through socially 
reinforced sublimations, all are conditioned by 
identification and approval or disapproval of 
authoritarian figures, long before the individual 
seeks a job. Mental illness does not materially 
alter the tendency to repeat early patterns of 
reaction based on relationships with parents and 
surrogate authority figures or ideals. 

Telltale symptoms of mental illness often make 
their appearance at home some time before they 
become evident at the place of work. Fear, in- 
difference, or unwillingness to face the fact of 
personality change by those who are closest to 
the patient may delay effective intervention until 
after a work failure occurs. Final inability to 
carry on at work is usually closely associated 
with some social crisis in the home environment, 
and there may also be excessive concern over 
physical symptoms. Occasionally a patient with 
a paranoid illness will evidence delusional pro- 
jections on the job before they have become 
evident elsewhere, but this is exceptional. A 
search for background factors will invariably 
disclose that occupational stress by itself does 
not cause, but metely uncovers, symptoms of a 
mental illness. Industry of course shares with 
the family a responsibility for the earliest pos- 
sible recognition of personality changes which 
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are inimical to satisfactory job performance, 
just as in physical disorders. This applies both 
to the initial onset of symptoms or to a recur- 
rence following a period of re-employment. 


Diagnosis and Clinical Course 


Industrial physicians, rehabilitation counselors, 
and other employment officers should be wary of 
using the psychiatric diagnosis as the sole basis 
for re-employment after mental illness. Whether 
it is applied at the beginning or at the end of 
the episode of illness, the diagnostic label must 
be supplemented by information concerning the 
effect of treatment procedures on the clinical 
course. The Diagnostic Manual of Mental Dis- 
orders now in use by practically all mental hos- 
pitals recommends that the individual’s pre-ill- 
ness capacity in terms of occupational and social 
adjustment be used as a base line for estimating 
the degree of impairment which remains after 
termination of treatment. The degree of impair- 
ment is to be designated by the terms: none, 
minimal, mild, moderate, or severe. Minimal 
impairment indicates an estimate of not more 
than 10% incapacity; mild impairment, 20 to 
30% disability; moderate impairment, 30 to 
50% disability; and severe impairment, over 
50% disability. 

The duration of psychiatric illness and the 
length of time away from work are highly in- 
dividual problems, depending on a number of 
variable factors. Prominent among these are 
diagnosis and the response to qualified treatment. 
The following estimates of the duration of illness 
are examples of the more common psychiatric 
conditions coming under intensive outpatient 
and sanitarium care. Moderate to severe depres- 
sive reactions usually require continuous care 
for four to six weeks. Follow-up care and con- 
valescence at home for an additional two weeks 
are generally required before the patient is ready 
to return to full employment. Obviously, if ther 
apy is less intense and less individualized, the 
time required for full recovery may be longer. 
Involutional psychotic reactions may also be 
returned to work within six to eight weeks. 
Hospitalization for acute psychoneurotic episodes 
often need not extend over two or three weeks, 
since early return to employment is desirable 
in these cases. Treatment should be psychody- 
namically oriented. 

The problem of estimating the duration of 
schizophrenic psychoses is difficult because there 
is no way at the outset of differentiating the 
acute episodes with a favorable outcome from 
those which progress to chronic stages. If the 
residual personality handicap is not severe, some 
chronic schizophrenics can be re-employed on 
simpler levels of skill. They often accept work 


in relative isolation on assignments that are far 
beneath that expected on the basis of their pre- 
illness education and attainments. 

The tendency to relapse which is character- 
istic of manic-depressive psychosis may present 
some problems in after-care, even though the 
acute episodes respond satisfactorily to treat- 
ment within one to two months. In general there 
is a tendency to a less favorable vocational ad- 
justment after the third relapse, especially if 
the recurrences are in fairly rapid succession 
over only a one or two year period. It is under- 
standable that employers will be reluctant to 
rehire such individuals, particularly if their jobs 
carry supervisory responsibilities, without rea- 
sonable assurance based on treatment that early 
relapse is not probable. 

Physicians and psychiatrists are understand- 
ably reluctant to use the label of alcoholism, 
and this factor is often hidden under some coin- 
cidental physical condition, psychophysiological 
disorder, or psychoneurotic reaction. The prob- 
lem of alcoholism is a notoriously difficult one, 
and treatment in industry often requires con- 
tinuing contacts over considerable time with all 
key personnel involved in the program. 


Treatment and Discharge Procedure 


As previously mentioned, the prognosis for 


mental disorders is favorably influenced by éarly 
recognition, effective referral, and the prompt 
institution of active therapy. Return of the 
patient to the community and to his work is close- 


ly related to thgq rehabilitation procedures of 
the facility where’ psychiatric treatment is given. 
Ideally, it is the responsibility of the psychiatrist 
and the hospital staff to continue contacts with 
the patient until he has established satisfactory 
readjustment to his family and to society. The 
convalescent period of several weeks’ duration 
is utilized for such follow-up psychotherapy and 
preparation for return to work. 

If relapse occurs during the probationary 
convalescent period and_ rehospitalization is 
necessary, plans for re-employment will need to 
be deferred, but they should by no means be 
abandoned. In general, it is true that after the 
patient has experienced successful treatment of 
his initial illness, the time required for treat- 
ment of recurrent episodes of the illness tends 
to be of shorter duration. Some special considera- 
tions need to be introduced when electroshock 
is used, but with adequate convalescence and 
follow-up, the rehabilitation and re-employment 
process is essentially the same. 


Attitudes of Patient, Family, and Employer 


Usually, desensitization of the patient to his 
mental illness is accomplished if he is able to 
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receive adequate insight, but this is a gradual 
process and his full recovery is not complete 
until his social and vocational adjustments are 
satisfactory to all concerned. The feeling of 
being an outcast and being an object of mis- 
trust is often intensely disturbing during the 
first few days after returning to work. Even 
after a patient’s original ability to work is re- 
stored, he may occasionally experience uneasi- 
ness and tension from the knowledge that his ill- 
ness is still looked upon questioningly by his 
supervisor or his fellow employees. Often this 
state is productive of minor inefficiencies which 
still further reinforce the misunderstanding. 
Industrial personnel should be aware that patients 
themselves may share the traditionally pessi- 
mistic outlook concerning mental illness. Reassur- 
ance that their former capacity for work is un 
impaired may be of great benefit to them. 

As has been mentioned, the major causative 
factors are related to the patient’s emotional 
adjustment off the job, and it is for this reason 
that the family or key individuals in his life 
must be a part of the rehabilitation plan. The 


patient needs to face the fact that he is being 
returned to the same family constellation in 
which his illness occurred, and that certain 
factors contributing to his breakdown may still 
be in operation. Expectations of the family with 
regard to the patient’s return to work are not 
always in agreement with the plan which is best 
for the sake of his mental health. It is unfor- 
tunate that due to inadequate contacts, a hiatus 
often exists between the therapist, the family, 
and the employer. 

The attitude which most employers have toward 
re-employment following physical illness or in- 
jury is usually tempered with cautious reserva- 
tions when the problem is one of mental or 
emotional illness. Although much educational 
work remains to be done, there are encouraging 
signs of a transition from the traditional fear 
and rejection to a more ameliorative attitude 
toward the employment of the emotionally handi- 
capped and the mentally ill who are or who can 
be rehabilitated. Industrial physicians have a 
clear obligation to assume leadership roles in this 
great task. 


Jobs Unhazardous 


Occupational hazards will no longer be a con 
sideration in determining acceptance of life insur- 
ance applicants by 1965, predicts the Institute of 
Life Insurance, New York. “The great improve- 
ment in industrial safety and preventive medicine 
have at this point almost removed occupations as 
the major factor in determining insurability.” 

Today, for example, only experimental jet pilots 
remain totally uninsurable as a group. Taken off 
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the uninsurable list in recent years were steeple 
jacks, deep sea divers, airline pilots, and radium 
dial painters. Other occupations, formerly uninsur- 
able, are now insurable but must pay higher than 
average premiums. These groups include: Drivers 
trucking nitroglycerine, chemical workers handling 
explosives, caisson workers, building wreckers, and 
military pilots. 


From Induatrial Relatio News, Sept. 10, 1960 





Som: of the Problems of 


Employment of the Cardiac in Industry 


The physician, the employer, the labor union and the court are 
involved in this problem which is increasing in scope and complexity. 


@e ARTHUR C. KERKHOF, M.D. 
Minneapolis, Minnesota 


very thoughtful physician is concerned with 
E problems of employment of the cardiac pa- 
tient. He knows that after his patient’s physical 
condition has responded to medical care, the 
problem is still unsolved. In fact, the medical 
phase of the cardiac may simply be the first part 
of the problem; the first being to restore the 
individual to maximum health, and second to re- 
establish him in successful employment when 
possible. 

Current professional literature reflects the dit 
ficulties facing employment of the handicapped 
It is commonly recognized that the cardiac of all 
handicapped groups is one of the most difficult 
to place. 

The sheer size of the cardiac problem worker 
demands attention. Each year over three quarters 
of a million new cases of coronary thrombosis 
recover sufficiently to go back into industry. Add 
to this the facts that more people live longer, 
are more susceptible to degenerative diseases 
such as heart disease; that eight out of 10 males 
at age 40 have a clinically discernible degree of 
coronary disease; and that from personal exper 
ience I know 7% of men over 40 in a large 
industrial plant showed significant abnormalities 
on routine electrocardiograms. These facts indi- 
cate that the already large problem is steadily 
increasing, and that constructive steps must be 
taken promptly to avert even greater problems 
from developing. In order to make sensible sug- 
gestions about solutions, some of the factors 
should be analyzed. 

The primary fact involved in employment of 
the cardiac is fear. The cardiac himself is fear- 
ful—fearful that activity will injure him or 
precipitate another attack. Careful, patient, and 


optimistic counseling can be allaying in many 
cases. Evidence shows about seven out of 10 
persons (postcoronary) return to their previous 
jobs, regardless of the job held previously. A 
calm, sympathetic, and understanding citing of 
these figures, can assure the distraught patient 
that many years of employment are possible. 

In some areas cardiacs themselves have banded 
together (usually under medical counsel) to help 
in indoctrinating others towards their disability. 
Coronary Club members, properly oriented 
through medical counsel, can help persons re- 
covering from severe physical and emotional 
trauma of a heart attack. 

Fears also beset industry. Industry is fearful 
about increased costs of workmen’s compensation 
and fringe benefits involving health and hospitali- 
zation. They are concerned about production 
problems, and training and eventual promotion 
opportunities for the cardiac worker. Questions 
of absenteeism and safety are also to be con- 
sidered. All these attitudes still exist, even 
though there is a growing body of data which 
completely invalidates many of these points. 

Industry’s fears cannot be brushed off, for 
these concepts, whether justified or not, act to 
deter employers from hiring the cardiacs. 

Labor has its concerns. Their first is to as- 
sure their membership full-time employment 
under satisfactory working conditions at ade- 
quate pay. The general employment picture in- 
fluences the union’s reaction to the employment 
of the handicapped worker. When economic 
barometers are rising, more concessions are made 
to the handicapped. When the picture is darker, 
the cardiac worker has even greater handicaps 


to face. 
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Rigid caste distinction among unions serves 
as a handicap to proper placement of the handi- 
capped worker. Seniority is one of the corner- 
stones of labor and strict adherence to this prin- 
ciple militates against successful placement of 
the handicapped worker, and particularly the 
cardiac worker. 

Union attitudes towards handicapped workers 
must be evaluated against other developments. 
For example, union welfare plans must be con- 
sidered. If a disabled or handicapped union work- 
er cannot go back to work and his other benefits 
are exhausted, he frequently can draw from 
union welfare funds for help for some time. The 
addition of large numbers of handicapped work- 
ers to union rolls could aggravate this situation 
more. 

A factor in employment of the handicapped 
individual with cardiac ailment involves work- 
men’s compensation. Originally these laws were 
enacted to protect the eniployee and his family 
if the employee suffered death or disability while 
on the job. These laws were designed to mitigate 
the appalling industrial accident and death toll; 
they were, for the most part, liberally drafted 
and liberally interpreted. They unquestionably 
favored the employee. As long as compensation 
laws concerned themselves with true accidents 
only, there was no great problem. However, in 
recent years, these laws have been progressively 
enlarged and their interpretations have also been 
widened. Heart disease, particularly coronary 
disease (a process of degeneration), has been 
brought within the scope of this law. Some 
states rule that occurrence of a coronary throm- 
bosis at work has a direct cause-and-effect rela- 
tionship. Special groups, particularly firemen 
and policement have been provided for under the 
laws of some states. The laws in those states 
provide that any heart disease occurring in an in- 
dividual belonging to such a specified group is 
automatically presumed to rise out of his em- 
ployment and this is an automatic matter of 
compensability. However, these laws do not spe- 
cifically state anything concerning heart disease 
aside from their application to these special 
groups. lIt is a matter of interpretation of the 
law by workmen’s compensation boards. The ten- 
dency of these boards and the legislatures has 
been to favor the employee’s position and, con- 
sequently, benefits and coverage are being ex- 
tended to more and more individuals for more 
and more disabilities. Naturally, employees with 
heart disease are affected by this liberalized in- 
terpretation of the present workmen’s compen- 
sation laws. 

It would not be fair to leave this aspect of 
fear without mentioning concerns the physician 
has in advising the cardiac worker. Most of us 
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recall that not too long ago prevailing medical 
opinion was that the cardiac patient should be 
cautioned about excessive work and concern. 
This prevailing medical concept, which dates 
back a decade or so, still affects today’s medical 
thinking. Medicine’s nature is to be skeptical 
and conservative, and this is both a bulwark 
and an obstacle. With the information at hand 
years ago, there was no logical course an ethical 
physician could take other than to recommend 
conservative treatment. The evidence shows car- 
diacs are more frequently benefited by working 
than by not working. I speak only of the physical 
aspects of the disease, and not of the social and 
humanitarian values accruing to the individual 
and his family when the worker is productively 
occupied. There is fear in the minds of some 
physicians about how much work a cardiac per- 
son can do safely. This is understandable, and 
in many cases limiting the patient’s activities 
is the only safe path to be taken by the con- 
scientious physician. But the time has come when 
all physicians should become aware of the recent 
statistical studies which reveal that in most 
cases the cardiac is better off when employed. 
This concept requires professional orientation, 
some soul searching, and a willingness to change 
deeply rooted beliefs. These comments do not 
in any way imply a criticism of individual phy- 
sicians nor of the medical profession itself. I am 
suggesting that many cardiacs have an emotional 
make-up which renders them extremely sus- 
ceptible to the opinions and attitudes of physi- 
cians. In such cases the physician should main- 
tain a resolute air of optimism rationally based 
on reason. So many patients require continuing 
assurance that this is as much a part of the 
doctor’s therapeutic agents as any modern drug. 
Many cardiacs would be benefited by a positive 
aggressive course of treatment, undergirded by 
a strong reassurance. The only way the physician 
can feel secure in this kind of a: relationship is 
to be well grounded in the factual studies which 
demonstrate that the cardiac can and _ should 
work. 

The physician’s attitude towards workmen's 
compensation has always posed an interesting 
paradox to me, and here we see one reason 
why costs of workmen’s compensation assume a 
central part in any evaluation of problems facing 
employment of the cardiac worker. 

Each of us knows the physician who always 
testifies on the part of the plaintiff and his 
counterpart who always testifies for the defend- 
ant. Usually the facts in each case are clear and 
unequivocal so the explanation must be sought 
elsewhere. I do not think the wide variance of 
medical opinion based on uniform facts is a re- 
flection of professional judgment. I am certain 
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physicians testify honestly as they view the 
problem. 

It is interesting to speculate on the back- 
ground factors of the physician to see what in- 
fluence these factors could have on their think- 
ing. Man views life through a pair of spectacles 
compounded of education, race, family life, etc., 
and our life experiences color our impression of 
the world around us. This does not mean we see 
things differently. So, I speculate, the physician 
who invariably supports industry does so out 
of a basic insecurity, and affiliates himself with 
the corporation to bolster his status or ego. It 
might also be that the physician for the plain- 
tiff may abhor “big business” and thus link him- 
self with the “little man.” 

Regardless of these thoughts, workmen’s com- 
pensation cases become contests between medical 
adversaries, and colors are seen as either black 
or white. The old precept, “No evil man is as 
evil as you think, and no good man is as good 
as you think,” applies here, for compensation 
cases by their very nature cannot be black or 
white. Yet our present system in most states 
places a premium on the contest principle, when 
many of us feel justice is better, and more faith- 
fully served through compromise than through 
the argumentative adversary type procedure 
now common. 

May I give you a personal instance of profes- 
sional dichotomy or professional schizophrenia, 
whichever phrase you prefer? I have been an 
active practitioner of medicine for more years 
than I would willingly wish to recall and I also 
have spent more than a decade as an industrial 
physician. 

A patient comes in after his cardiac episode. 
He is doing fine. With reasonable professional 
assurance, I tell him that he can return to work, 
that his condition is physically excellent, that 
he will not precipitate an additional attack by 
working, and there is no reason I know why he 
cannot lead a fairly normal life for years to 
come, 

Now, the schizophrenia part corfes in to play. 
He comes in to me for a physical because he 
wants to work for a company I represent as an 
industrial physician. If he is perfectly frank to 
me in his statement of his condition, and after 
I have made a thorough physical examination, 
I will have to tell this man that our company 
medical policy (as interpreted by me) prohibits 
his employment with our firm. 

Now, does this make sense? Obviously it 
dceesn’t, for the problem remains the same; the 
difference being the fact that I am viewing this 
person from two different perspectives. First, 
I see him as my patient, and I can conscientiously 
recommend him for a job. Second, I put another 
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cap on and tell him I can do nothing for him as 
the industrial physician representing the con- 
cern where he seeks employment. That problem 
is more common than supposed, and I am sure 
that many of you have had the same unhappy 
experience that I have in trying to reconcile 
these two incompatible and seemingly irrecon- 
cilable points of view. 

A classic study on the attitudes of physicians 
on this matter was carried out by Ehrlich' who 
queried internists and cardiologists. His findings, 
based on a questionnaire to hundreds of physi- 
cians, resulted in these conclusions: 

1. Work does not produce heart disease (vote 
94% to 1.5%). 

2. Coronary arteriosclerosis or some form of 
coronary disease must have pre-existed in an in- 
dividual who suffers a coronary occlusion and 
myocardial infarction (vote 93.4% to 6.3%). 

3. Performance of the same type of moderate- 
ly heavy work without engaging in unusual 
exertion or strain has no injurious effect upon 
the heart. A myocardial infarction occurring 
during such work is not causally related to em- 
ployment (vote 88.6% to 7.1%). 

4. Subsequent attacks of myocardial infarction 
are not causally related to the first attack but 
to the underlying pathology of the coronary 
vessels of the heart (vote 82.8% to 12.9%). 

5. Opinion of the effect of a strenuous physi- 
cal exertion or emotional disturbance upon the 
heart was divided; 46.6% considered that there 
was a causal relationship between strenuous work 
and ensuing myocardial infarction, and 49.5% 
did not believe so. Emotional factors were con- 
sidered slightly more important than physical 
factors. 

6. Opinion was divided on whether a person 
has a permanent partial disability after he has 
recovered from his myocardial infarction and 
returned to work asymptomatic; 45.8% felt there 
was a disability and 47.9% that there was not. 

It has been commonly assumed by those who 
want to place the cardiac in industry that com- 
pensation costs when involved are minor. This 
is not true. For example, in New York state 
in 1949, workmen’s compensation cases in car- 
diacs were only .18% of the total but the cost 
of those cases was 2.5%. Cardiac cases averaged 
$9,400, and this should remove any question 
about the economic importance of compensation 
for the cardiac. 

Let us return for a moment to some of the 
managerial problems above and beyond the as- 
pect of workmen’s compensation. Employee 
training is almost essential in nearly every kind 
of business, and training is an expensive pro- 
cedure. Therefore, industry is careful about 
those whom it selects, and it is probable that 
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managers are not going to select for long and 
costly training courses. those individuals who 
could be expected to have a shortened work and 
life expectancy. This attitude, verbalized or not, 
must have some effect upon training opportuni- 
ties for postcoronary persons. 

Industry has still another practical problem. 
Many concerns do not have the diversity of jobs 
which would make it possible to incorporate a 
cardiac successfully into the plant’s activities. 
A very high proportion of the American work 
force is employed in plants with less than 100 
workers, figures from large national corporations 
not withstanding, and these smaller plants are 
not able to readjust work schedules and responsi- 
bilities for the cardiac. It is true that in larger 
plants it is possible to reserve a certain number 
of jobs with union sanction to which the handi- 
capped worker can be successfully assigned. This 
still is the exception rather than the rule, and 
even many very respectably sized plants have 
not reached this step of maturity. This is one 
area which deserves the most careful and critical 
scrutiny, and it may be that when additional 
evidence is obtained, it might conceivably point 
to the smaller plant as being more adaptable 
rather than to the large plant. 

Unions have their problems too. Many unions 
operate under the union hiring hall which as- 
signs individuals to jobs on a rotation basis, 
and the’ man’s disability is of no consequence if 
he is able to show up for work. It is an either/or 
proposition, and this poses two grave problems. 
The first, and most important, is that such jo» 
assignments might be unfair to the individual 
himself; it is possible that the kind of work he 
accepts could precipitate additional disability 
or even death. The union cannot avoid its respon- 
sibility in this respect. 

The second union problem is that one of the 
cornerstones of modern unionism is the system 
of seniority, and moving and assigning men on 
the basis of physical abilities and disabilities 
rather than seniority is not only a complex but 
a well nigh impossible thing to do. Seniority 
propels individuals from the more difficult and 
exhausting jobs to those less taxing, and the 
more seniority the worker has, the less difficult 
physically his job usually becomes. The union’s 
attitude has been that it is unfair to allow the 
disabled person to circumvent the seniority sys- 
tem, regardless of how meritorious the indi- 
vidual may be. 

Still another union situation which affects the 
employment of the handicapped worker is the 
caste system which rigidly separates the crafts. 
For a simple example, let us take a bricklayer. 
The only thing he can do under union rules is 
to lay bricks—he does this or nothing. It is also 
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possible that his cardiac condition prohibits this 
kind of manual labor. Can he then shift to some 
analogous job with less physical strain and ef- 
fort? The answer is no, for he must start at the 
beginning as do all craftsmen learning a trade 
and go through the apprenticeship phase first. 
In industries where.there is the horizontal rather 
than the vertical union structure there probably 
is less difficulty in shifting from one kind of 
a job to another, but even in those cases there 
is the problem of plant seniority, geography, 
etc. All these circumstances operate against the 
individual. 

The industrial physician is also in a quandary. 
As a physician, he is well aware of the social 
and personal values of employment of the cardiac 
worker; as an industrial physician, he is all too 
well aware that cardiac cases do increase work- 
men’s compensation costs, and torn between 
these two points of view, he frequently takes the 
employer’s part and tells the cardiac that he is 
not employable by this particular concern. If 
the physician is absolutely sure that death or 
disability would not ensue, this would be a dif- 
ferent proposition, but how many of us have 
this kind of faith in our diagnostic skills? 

If physicians are to be of more service to 
their cardiac patients, they should seek to know 
more of the work requirements of different jobs 
in industry. The more actual knowledge the phy- 
sician is able to accumulate the better placement 
he is able to make, the more satisfied industry 
will be with these placements, and the more op- 
portunities there will be for more cardiacs to 
be accepted. 

Even though the plight of the cardiac worker 
poses major medical and industrial problems, 
changes can be made which will make it easier 
to employ the worker who has had a heart attack. 
Current interpretation of workmen’s compensa- 
tion laws needs careful re-examination, because 
heart disease should not be measured by the 
same standards applied to other disabilities. The 
basic distinction which makes heart disease 
unique is that it is a degenerative disease which 
begins early in life and progresses inexorably 
with aging. To classify heart disease in the same 
category as a broken leg, an injured back, or a 
lost finger is doing violence to logic. It seems 
that a new look should be taken at the interpreta- 
tions of workmen’s compensation as they affect 
heart disease. 

In a number of progressive states attempts 
have been made to lighten the workmen’s com- 
pensation load the employers carry. A “second 
injury” law has been promulgated in Minnesota 
with several important provisions. First, to be 
eligible for coverage the employer must list the 
physical and mental defects of the employees. 
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Second, if the employee with a pre-existing dis- 
ability has an accident, the employer may apply 
for reimbursement for the increased costs in- 
curred. Third, in no event will the employer be 
liable for more than 104 weeks of compensation 
plus the medical costs. The second injury fund 
will be responsible for expenditures beyond those 
cited. This law has been held out as one which 
would encourage the -mployment of the cardiac 
worker, but so far this has not occurred. It is 
my opinion that as presently interpreted and 
administered the law is relatively ineffectual in 
realizing its main objective. However, the basic 
concept is commendable and it is possible that 
eventually the law will be refined to the point 
where it will be constructive as originally in- 
tended. 

From a medical standpoint, the second injury 
legislation is not adequate for the cardiac. The 
Ehrlich poll revealed that physicians generally 
felt that coronary thrombosis does not occur as 
a first injury but rather as a second injury and 
consequently should always be listed as eligible 
under the second injury fund. The present law 
requires that the employer list an individual’s 
defects prior to the incident requiring compen- 
sation, and if an employer is going to respond 
honestly, he will have to state that all his em- 
ployees have heart disease — in 85% of the cases 
he will be absolutely correct. Such action is 
farcical, and the only proper step should be to 
amend the law so that all cardiac disease is prop- 
erly listed as a second injury and not as a first 
injury. Although this appropriate step would 
help the employer somewhat, it would not elimi- 
nate his responsibility for the first 104 weeks 
and the medical expenses and hospital expenses. 
This can be an expensive package for many car- 
diac cases can easily cost around $10,000. 

There is a possible solution to this dilemma. 
It is obvious to me that coronary thrombosis at 
no time is entirely due to an individual’s employ- 
ment, and neither do I believe coronary insuffi- 
ciency resulting in death is entirely due to the 
work done at the moment. These individuals have 
already had the disease to some degree, and an 
incident occurs to accelerate or aggravate the 
existing condition. Therefore there are degrees 
to be considered in these cases. If a man develops 
coronary insufficiency because of hard work and 
dies, this cannot and should not be ascribed to 
the work he was doing. The difficulties he under- 
went were based on existing coronary disease and 
the consequential narrowing of the arteries 
which also was pre-existing. 

It would seem more rational and equitable to 
allocate a definite percentage (10, 20, 30, 40 or 
even 50%) of a man’s death to the effort ex- 
pended at the time, and the remainder ascribed 
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to existing heart disease. This would give as a 
better and more honest measure that we are 
using at this time. 

Another useful step towards improving the 
effect of workmen’s compensation upon industry 
and the worker is to approach the problem of 
medical testimony in a different way. Too fre- 
quently now medical testimony becomes disputa- 
tious and argumentative. It becomes a contest 
between physicians and this is no help to the 
cause of medicine nor the individuals involved. 

Certain physicians always represent one side; 
others the opposing group. In Utah these cases 
are judged by a medical panel of cardiologists 
selected on a rotating basis by the medical so- 
ciety. The panel hears the evidence, evaluates 
the facts objectively, and then renders a deci- 
sion. Although the workmen’s compensation com- 
mission or court is under no compulsion of any 
kind to accept the medical panel’s decision, as a 
matter of record they have always abided by 
the results. I think one of the keys to the Utah 
success is that the men chosen are of unimpeach- 
able integrity and that they are more disposed 
to find similarities rather than differences, and 
compromises rather than conflicts. The indi- 
vidual whose case is being decided may also 
appeal the verdict if he so desires, but in the 
extremely rare instances when this has occurred, 
the medical panel’s judgment was upheld. 

Still a third suggestion for improving this 
situation regarding employment of the cardiac 
worker involves the work classification unit. 
There are about 50 now operating throughout 
the country and their staffs traditionally include 
the physician, a medical social worker, a voca- 
tional counsellor, occasionally a psychologist, and 
infrequently a psychiatrist. The work classifica- 
tion unit does not diagnose or treat heart disease; 
it is a professional service made available to the 
physician to help him place his cardiac patients 
on jobs where they will not injure themselves or 
others. One remarkable result of these units is 
that a thorough follow-up study of 2,000 clients 
in two major centers (Cleveland and New York) 
revealed that not one single claim arising out 
of workmen’s compensation came from this en- 
tire group. 

In March of 1959 the Minnesota Heart Asso- 
ciation with the indorsement of the Minnesota 
State Medical Association opened a work classi- 
fication unit in Minneapolis. Like all other units, 
it accepts referrals only from physicians, and to 
date, 16 months later, 268 individuals have 
been processed. Based on this limited experience 
our tentative conclusions are that the work 
classification unit fills an important community 
need, that it is a valuable adjunct to the prac- 
ticing physician in his work with heart patients, 
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and, most important of all, that it can materially 
assist the individual in proper job placement. 

It would be unrealistic to suppose that a work 
classification unit can alone solve all the prob- 
lems of cardiac employment. The industrial phy- 
sician should become better informed about the 
requirements of the positions in his industry 
so he may adequately fit the individual to the 
job. For example, the use of the word “light 
work” is often a misnomer, because the term 
has so many connotations. We need to explore 
this more explicitly. Union rules must be relaxed 
as far as seniority rights are concerned, and I 
am sure leaders of the unions realize this. They 
realize they have a great stake in this problem, 
both from the point of trying to do the right 
thing by the individual, and from the financial 
point of their own welfare fund being greatly 
taxed if these individuals are not put back to 
work in an industry. Last of all, members of the 
medical profession must support such a pro- 
gram in order to make it work. It becomes 
necessary that we, as physicians, do our best 
to support some changes in the compensation 
law, that we assist in changes concerning medizal 
testimony, that we assist in the work of a car- 
diac evaluation clinic, and try to help industry 
and labor make a better selection and placement 
of these individuals. 


Summary 


1. Employment of the cardiac is a major 
problem today and is increasing in importance. 

2. Much of the difficulty comes from fear on 
the part of the employee, the labor unions, and 
industry. 


3. Excessively liberal interpretation of work- 
men’s compensation laws is a major factor in 
employment of the cardiac patient. 

4. The individual physician’s role in workmen’s 
compensation has a most important bearing on 
the “contest” philosophy presently obtained in 
these cases. 

5. Questionnaires and documented findings 
show that the cardiac patient can take his place 
in industry. 

6. Workmen’s compensation cases involving 
cardiac patients comprise a proportionately large 
percentage of the total costs of workmen’s com- 
pensation. 

7. Both industry and labor have unique prob- 
lems associated with employment of the cardiac 
and education is needed to change some of the 
current attitudes which hinder the cardiac from 
employment. 

8. Changes in workmen’s compensation laws 
are urgently needed. 

9. Work classification units should be encour- 
aged and supported by physicians. 

10. The physician’s attitude, interest, and ap- 
proach toward. the individual involved in em- 
ployment is still the primary determining factor 
and his increased knowledge and perception of 
the complex facets of the problem is the even- 
tual key. 

11. The Utah plan for establishing a panel of 
specialists to review cardiac cases appears to 
have merit and should be considered for more 
general use. 
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Waterborne Disease Drastically Cut 


Early in the 1900’s medical research and engi- 
neering developments, particularly the use of 
chlorine as a water disinfectant, led to the wide- 
spread introduction of water purification systems 
and construction of waterworks. At the same time, 
growing awareness of the need for protecting the 
public health through control of pollution brought 
about construction of sewage collection and treat- 
ment systems throughout the country. 

As a result of these various measures, death rates 
from waterborne disease began to decline, until 
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today many of these diseases have all but disap- 
peared. Fifty years ago the typhoid fever rate was 
22.5 for every 100,000 people. Today it is less than 
0.05. If the earlier rate had prevailed, some 42,000 
people would have died in 1958 as compared with 
the 20 typhoid deaths actually recorded. Infant 
mortality, much of it resulting from waterborne 
gastroenteric infections, has been cut at least 75% 
in the last half century. 


—Bulletin of the National Conference on Water Pollution, 
U. S. Public Health Service, Sept. 2, 1960. 





e O. L. HANSON, M.D. 
Chief of Medicine 
Atcheson, Topeka and Santa Fe Hospital 
Topeka, Kansas 


THE 4 WAY TEST 


Ithough the four-way test is not uniquely a 

medical test, benefit may be derived from 
its use in the daily practice of medicine. It is a 
test first devised by a Chicago businessman to 
save a faltering company. Its successful use was 
impressive. That businessman later became a 
president of the organization Rotary Interna- 
tional which has adopted the test as a guide to 
conduct and is active in encouraging its world 
wide use. The test is this, to subject whatever 
you say, think, or do to these questions: 

1. Is it the truth? 

2. Is it fair to all concerned? 

3. Will it build good will and better friendship? 

4. Will it be beneficial to all concerned? 

It is clear that if these questions are used 
systematically, they do form a guide to conduct, 
a system of thought and action. Scientists are 
fundamentally systematic, or they soon learn to 
become so, and physicians have had such a sys- 
tem for over 2,000 years in the great Oath of 
Hippocrates. Let us examine these four questions 
together in an attempt to learn whether physi- 
cians are interested in their answers. 

First, is it the truth? Physicians are cer- 
tainly interested in the truth of statements made 
to them or by them. Being scientists, we ask this 
question not in jest, but in earnest; and we are 
willing to search diligently for the answer. We 
are aware that truth may not be found easily. 
Since it is impossible for any one of us to 
examine all of the evidence for and against our 
beliefs, we use one or more of several ways of 
knowing about them. Such ways, listed more or 
less according to their reliability, are: (1) appeal 
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to custom or tradition, (2) appeal to authority, 
(3) personal experience, (4) logic, and (5) 
scientific inquiry. 

Let us examine how we, as physicians, use 
these ways of knowing. 

1. Custom or tradition. As a general rule, 
when physicians use custom or tradition as a rea- 
son for statement or action, it is because we don’t 
know a better reason. For example, we treat 
a common cold symptomatically, whether by the 
use of aspirin, antihistamines or alcohol, because 
we do not know a better treatment. Only a few 
years ago we treated many infectious diseases 
symptomatically for the some reason. Some of 
these diseases are now customarily treated with 
chemotherapy or with antibiotics, not because 
of custom or tradition but because of another 
way of knowing, that of scientific inquiry. There 
is another reason for behavior based on custom 
or tradition besides lack of knowledge. We some- 
times do so because we wish to follow the crowd 
or be a part of the crowd. This, however, may 
not occur as frequently in scientific circles as 
in some other areas of conduct. 

2. Appeal to authority. Another evidence for 
truth of statement or action is that coming from 
authority. Not only do methods of choosing 
authority differ, but authorities themselves often 
differ. We occasionally see a patient whose au- 
thority on medical matters is quite different from 
our own. For example, the patient’s authority 
may be the grandmother of his next door 
neighbor. However, our own authorities differ. 
I may base the dietary management of a patient 
with coronary heart disease on the statements 
of one authority whereas you might prescribe 
a far different diet because of a different author- 
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ity. Thus we learn that our beliefs in authority 
are really based on faith. They are faith beliefs 
and may not be truth beliefs. 

8. Personal experience. We all base some of 
our statements and actions on our own exper- 
ience. That we are aware of the unreliability 
of this as evidence for truth is made evident by 
our joking about ‘the physician who makes 
sweeping decisions from his series of one case. 
Prejudice often colors our observations and even 
our awareness of experience, and it is common 
knowledge that we are only one in many mil- 
lions. Sometimes, however, a personal experience 
coupled with inspiration or revelation contributes 
a great deal to our knowledge. The personal ex- 
perience of Sir Alexander Fleming when he ob- 
served that bacteria surrounding a growth of 
fungus were kilied, and the experience of Pas- 
teur when he found that aged cultures of the 
germ which causes chicken cholera failed to 
produce a fatal disease, are only two of many 
such personal experiences, which, coupled with 
inspiration and developed by scientific methods, 
led to great knowledge. 

4. Logic. The fourth source of evidence is 
logic. By the use of this process we attain proof 
of statement from one or more other statements 
by reasoning. We could say that since venous 
thrombosis may produce an embolus, and an em- 
bolus may cause pulmonary infarction, then it 
is logical to believe that a patient with pulmo- 
nary infarction could have a venous thrombosis. 
This is an important way of knowing, but as 
physicians we are particularly interested in the 
fifth method, scientific inquiry. 

5. Scientific inquiry. This involves the use of 
a scientific method, that of developing a hypo- 
thesis, collecting facts, testing that hypothesis 
and determining its validity, and then using the 
hypothesis as a guide to further observation. 
However, we must remember that scientific 
truths are really probabilities. Physical truths 
are those phenomena whose measurements or 
actions fall within a certain range of probability 
er predictability. Biological truths usually have 
a greater range, but that which has a high de- 
gree of probability or of predictability we accept 
as satisfactory evidence. 

Is it fair to all concerned? We are certainly 
interested in the answer to this question. Nor 
do we ask this question to justify condemnation 
or punishment. Physicians must ask this ques- 
tion with the desire to understand and through 
that understanding, to help. Obviously we can- 
not answer this question unless we determine 
the relationships involved: the relationship be- 


tween the patient and his family, between the 
patient and his job, between the patient and his 
community. The welfare of the individual pa- 
tient depends upon these relationships just as 
the welfare of society depends upon the indi- 
vidual. The effect of a patient’s disease on others 
is often a delicate subject but it can only be 
solved by understanding by physician and his 
ability to convey that understanding to otfers. 

Fitting is the story from Jacob Sarnoff’s book 
Better Health, Longer Life. A couple walked 
into an orthopedic surgeon’s office, the wife being 
four inches taller than the husband. She asked 
if her husband could be made four inches taller. 
“Yes,” answered the surgeon. “It would take 
about a year to lengthen both legs, and would 
require about four separate operations.” “Oh, 
that’s wonderful,” she exclaimed. ““My dear lady,” 
he replied, “I only said that it could be done. 
It would be much easier and safer to have your 
legs shortened to your husband’s height.” Where- 
upon the lady exclaimed, “That’s not fair,” and 
dragged her husband from the office. 

The third question is, will it build good will 
and better friendship? One of the prime forces 
that influence human behavior is the desire for 
security. It is not likely that any one of us could 
exist satisfactorily all alone. We are gregarious 
creatures and weedepend upon others. Our se- 
curity is in danger if we do not have their good 
will and friendship. The often discussed patient- 
doctor relationship works both ways. The doctor 
is helped as well as the patient. 

The fourth question is, will it be beneficial 
to all concerned? This involves what we, as in- 
dividuals, believe is good or bad, and this depends 
upon the particular human value system into 
which we have grown. Each one of us has been 
guided into such a system by our parents, our 
teachers, and our religion. It is well for us to 
remember that our value system changes as we 
gain in knowledge and experience, as we gain 
in wisdom. When we recognize the changeability 
and variability of our own value system, we 
learn to be more tolerant and to have a better 
understanding of the value system of others. 

It is clear that the use of this test does not 
produce detailed or rigid answers. However, it 
does help to produce an attitude, an attitude of 
an open mind searching for truth which favor- 
ably influences judgment. 

Our patients require this of us. The systematic 
use of the four-way test may help us to develop 
an open mind searching for truth and under- 
standing, thus helping to justify patient’s faith 
in our authority. 
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Letters 





To the Editor: 


Our Committee on Organic Solvent Poisoning, 
founded in 1959 to promote studies on solvent 
poisorfing, is desirous of exchanging literature 
on such poisoning. 

We would greatly appreciate reprints of your 
papers on the poisoning due to organic solvents 
such as benzol, trichlorethylene, etc. if you have 
any copies available for distribution. 

We wish to thank you for your favor, 

—H. MURAKAMI 
Secretary of Committee of Organic Solvent 
Poisoning, Japanese Society of Industrial Medi- 
cine 
Address: Dept. of Public Health, Faculty of 
Medicine, Kyoto University, Kyoto, Japan 


To the Editor: 


In October, 1958, the International Labour 
Office convened a group of experts on pneumo- 
coniosis to meet in Geneva. The object of the 
meeting was to study the results of the applica- 
tion of the International Radiological Classifi- 
cation of the Pneumoconioses proposed at Syd- 
ney, in 1950, by the Third International Con- 
ference of Experts on Pneumoconiosis, and to 
make any modifications to the Sydney classifica- 
tion considered necessary in the light of ex- 
perience since that time. 

For the purpose of brevity in reference and in 
order to distinguish this classification from 
others, it might be referred to as the “Geneva 
Classification (1958).” 

In view of the inadequacies of verbal descrip- 
tion, the experts recommended the preparation 
of a series of standard films illustrating the 
essential features of the classification. They had 
been impressed with the fidelity of reproduc- 
tions of x-ray films made by new techniques and 
decided that the set of standard films would con- 
sist of such reproductions. A working group 
consisting of Dr. Cochrane, Dr. McLaughlin and 
Dr. van Mechelen was appointed to select the 
standard films. This group has now finished its 
work and the set of radiographs will soon be 
available. While a number of difficulties was 
encountered by the working group in completing 
this task, it is believed that the results mark 
an important step towards the goal of a generally 
acceptable classification of the radiological ap- 
pearances of the lungs in pneumoconiosis. The 
observations of the users of the classification 
will be studied with care and interest. 
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The price of the complete set of standard 
films consisting of 14 radiographs of 14 x 14” 
(85 x 35 cm) format will be 20 U. S. dollars (or 
the equivalent in other currencies), postage, 
insurance and packing included. If your readers 
would like to obtain a set of films, they are in- 
vited to notify the Occupational Safety and 
Health Division, International Labour Office, 
Geneva, Switzerland. They will be notified as 
soon as the sets are ready and information will 
be given regarding the method of payment. 

—DR. ROBERT MURRAY 
Occupational Safety and Health Division 
International Labour Office 
Geneva, Switzerland 


To The Editor: 


The article, “Hazards of Microwave Radiations, 
A Review,” by Dr. Kuo-Chiew Quan, in Vol. 29, 
No. 7, is well done. Only two statements have 
been included which, if acted upon, may cause 
someone trouble. The first is, “People who work 
in the vicinity of radar equipment can be sup- 
plied with photographic flash bulbs to warn them 
when they are exposed to intense microwave 
fields.” Photoflash bulbs fire at widely different 
field strengths and only once, of course. General 
Electric Type NE-2 neon lamps, when connected, 
in a resonant loop, light at a field strength below 
the continuous allowable exposure limit, 0.01 
watt per sq. cm. at frequencies below 1,000 mc., 
and when used with its leads clipped close to the 
seal, light at field strengths of less than 10 times 
the continuous allowable exposure limit at 3,000 
me. These give a continuing warning as long as 
the microwave field is present, and survive large 
overloads. 

The second is, “Such vulnerable organs as the 
testes and eyes can be protected by close-fitting 
metallic screens.” Close-fitting metallic screens 
must be applied to protecting parts of the body 
with great caution, because what may seem a 
slight misadjustment can result in subjecting 
the member of the body to a stronger field than 
it would receive without the screen. 

Early tests on protective clothing demonstrated 
the above dramatically when sparks jumped from 
the metallic rims of a testman’s glasses to the 
inside of the head shield. The coupling into the 
suit was believed to be where the suit fit over 
the wearer’s shoes. 

I, too, trust the use of microwave energy will 
be accomplished by appropriate respect and pre- 
cautions. 

—HARRY H. MEAHL 
High Frequency Measurements Engineer 
General Engineering Laboratory 
General Electric Company, Schenectady 5, N. Y. 
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Abstracts 


The Attitude of Industrial Employers Toward 
Hiring of Former State Mental 
Hospital Patients 





VYTAUTAS J. BIELIAUSKAS and HARVEY E. WOLFE. 
J. Clin. Psychol. 16:256 (July) 1960. 


The purpose of this study was to determine 
the attitude of employers toward hiring former 
patients of state mental hospitals. Conducted in 
Cincinnati, Ohio, it covered all manufacturing 
firms employing 100 or more persons, of which 
there were 251 firms in that area. The findings 
were evaluated in terms of percentages and chi- 
squares. An attempt was also made to compare 
the size of the firms with the attitude expressed. 

Eight percent of the employers were com- 
pletely opposed to hiring former patients; 16% 
showed some hesitation; 32% were slightly in- 
terested; 37% were interested; and 5% expressed 
enthusiasm. Replies were not elicited from 2% 
of the firms that were planning to leave the area. 





Science Miniature 





Helicopter Flicker Disease 
A New Occupational Disease 
CAREY P. MCCORD, M.D. 


or a long time it has been known that various 
flicker devices somewhat widely in use in 
medicine could induce convulsive states after 
exposure by susceptible persons. Likewise such 
flicker devices have served to induce hypnosis. 
Somewhat unexpectedly a few persons exposed 
to the flicker effect brought about by motion of 
helicopter blades have developed convulsive states. 
Berry and Eastwood (Helicopter Pru'slems, Aero- 
space Medicine, March, 1960) have appraised the 
over-all situation and reported two new cases of 
flicker vertigo. One was a B-36 aircraft tail gun- 
ner who, while scanning the engines, elapsed into 
unconsciousness. His last memory was viewing 
the sun through the slowly turning propeller 
blades. He was described as having a grand mal 
convulsion in the aircraft although he had never 
previously had a seizure. The second case re- 
lated to a pilot serving as airdrome officer upon 
meeting an incoming C-54. While awaiting the 
engine to shutdown, he viewed the rays of the 
setting sun through the revolving propellers. 
Promptly he developed a grand mal seizure at 
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his post of observation. In these two instances it 
proved possible to reproduce these seizures under 
experiments by photic stimulation at measured 
rates of flickering. It becomes possible that pas- 
sengers who are subject to seizures may be 
excited into such states upon viewing slowly 
rotating blades of aircraft. This occurrence in 
passengers ordinarily would lead to no implica- 
tion as to occupational origin, but in the two in- 
stances cited it becomes manifest that they con- 
stitute an occupational affection. Precisely speak- 
ing, with due consideration for the duration of 
the exciting exposure, these events should be 
categorized as accidents. However, if more such 
happenings come about the disposition likely 
will be to regard these conditions as constituting 
an occupational disease. Whether there had been 
previous seizures will become a significant con- 
sideration in the proper categorization of these 
episodes. 





Kooks 


The Heart In Industry 


Edited by Leon J. Warshaw, M.D. $7.50. Pp. 677. 
Paul B. Hoeber, Inc., New York, 1960. 





Written for both the industrial physician and 
the private practitioner, this volume considers 
heart disease from three interrelated points of 
view: the effect of heart disease on the patient 
and his ability to continue work; effects of the 
patient’s work on the course of his heart disease; 
and the problems the cardiac worker presents to 
his employer. 

The text provides detailed answers to those 
problems most frequently encountered in prac- 
tice: the identification of the individual with 
heart disease, the evaluation of his functional 
capacity, the technique of selective placement, 
and the prevention of cardiac disability. 

For the physician in private practice, it fur- 
thers an understanding of the effects of work on 
the heart, the cardiac effects on such occupational 
activities as vehicle operation, aviation, and 
farming, and the vocational rehabilitation of 
cardiacs. 

An entire chapter is devoted to those agents 
— chemical, biological, and physical — as- 
sociated with cardiovascular toxicity. Another 
chapter discusses the highly controversial sub- 
ject of workmen’s compensation. The factors that 
distinguish cardiac compensation cases from 
those that are noncompensable are outlined fully 
as well as the various problems relating to causal 
relationship and compensation litigation. 





The Heart In Industry is written by clinicians 
for clinicians, and because of this eminently 
practical approach, it is bound to be a valuable 
ready-reference in the everyday practice of all 
those who treat the cardiac worker. 


Metal-Binding In Medicine 


Proceedings of a Symposium. Edited by Marvin J. 
Seven and L. Audrey Johnson. $13.75. Pp. 400. J. 
B. Lippincott Company, Philadelphia, 1960. 


Editors Seven and Johnson have provided us 
with the proceedings of a symposium on chela- 
tion and metal-binding sponsored by the Hahne- 
mann Medical College and Hospital in Philadel- 
phia in May, 1959. They describe this volume 
as “a collection of formal papers and panel dis- 
cussions . . . long overdue,” designed “to bring 
together clinicians and research workers in the 
trace metal field.” 

Over 60 impressive contributors have discussed 
the basic concepts of trace metal research, chela- 
tion, the past experiences with the clinical appli- 
cations of many metal-binding agents and, finally, 
not only have presented a survey of the current 
diagnostic and therapeutic utility of these agents, 
but also have explored the potential clinical use- 
fulness of the metal-binding principle. 

Because the designers of the conference and 
the editors have striven for an organized, com- 
prehensive agglutination of principles and data, 
this book serves as a ready reference for review 
of metal-binding principles, trace metal data, 
and pertinent bibliography. 

—VERNON N. DODSON, M.D. 


The Health of People Who Work 


Edited by Albert Q. Maisel. $4.50. Pp. 268. The 
National Health Council, New York, 1960. 


The scientific papers basic to this book were 
published as a special issue of this journal (July, 
1959). This book is a far better presentation of 
what took place at the 1959 National Health 
Forum in Chicago than the mere assembly of a 
numerous lot of manuscripts. The book’s editor 
has an achievement possibly unique and certainly 
admirable. Instead of the cold assembly of the 
Forum’s papers into a book, he has digested all, 
dug out the pertinencies, eliminated the extra- 
neous but at the same time has preserved identity 
with the scores of forum speakers. Many another 
reporter has yearned for the courage and_bold- 
ness to do just what has been done. The hope is 
that this publication may set a precedent that 
will be imitat2d not once but many times. 

Seme of the driest, most feckless reading 
in the world of public health is to be found in 


proceedings that are nothing more than faithful 
recording of stenographic reporters. All that has 
been abandoned in this report. Glory be! 

The products of this digestion are arranged in 
these subdivisions: 

The Goals of Occupational Health Programs, 
Are Occupational Health Programs Worthwhile? 
The Special Problems of the Smaller Plant, Oc- 
cupational Health and the Living Environment, 
The Placement of Workers in Relation to Their 
Physical and Mental Capacities, The Role of 
Occupational Health Programs with Respect to 
the Emotional Problems of Workers, Health Edu- 
cation in the Occupational Setting, Preparing the 
Worker for Retirement, Finding Manpower and 
Cooperation for the Occupational Health Pro- 
gram, Occupational Medicine’s Relation to Health 
Insurance and Other Fringe Benefit Programs, 
and Earning Support for the Occupational Health 
Program. 

The reasons for this particular National 
Health Forum are well set forth in this language 
now quoted: 

“Upon the well-being and productivity of al- 
most 70 million workers both our national econ- 
omy and security depend. Maintaining and im- 
proving the health of the working force consti- 
tute, therefore, a high priority for the nation. 

“Although many large industrial firms have 
long recognized the importance of their em- 
ployees’ health, most small and medium-sized 
companies which employ approximately two 
thirds of our total labor force have failed to 
harvest for themselves, and the nation, the mul- 
tiple gains of maintaining and improving the 
health of their employees through sound indus- 
trial health programs. 

“Considering that in 1958 four million of the 
4,300,000 businesses in the United States were 
small businesses, employing fewer than 500 per- 
sons, it is understandable that the principal tar- 
get for information about the practical values of 
occupational health programs has been identified 
as business management—especially in the small 
plant. 

“Leaders in management—in large and small 
business—have a responsibility to the nation, to 
each other, the community and the individual 
worker. Management has never intentionally 
neglected its responsibility.” 

This is no text book on occupational health. 
That was never its intent. There is a sufficiency 
of such texts. Instead this is a portrait in high 
color of the status of occupational health as 
existed in 1959. But its value is not dated to 
the year 1959. It is a blueprint for occupational 
health activities for 1960 and many years to 
come. 
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Industrial Medicine and 
The Private Practitioner 


} dae year (Penn. Med. J., 62:689, May, 1959) 
William P. Shepard, M.D., published a strik- 
ing article entitled “The Importance of the 
Private Practitioner to Industrial Medicine.” 
Without changing a word that same article, 
without becoming a paradox, might have been 
captioned in reverse. That interchangeability well 
serves the obvious kinship between these two 
forms of medical practice. Between the two are 
many interchangeable parts. Yet there are di- 
vergencies. One of the manifest ones is the 
difference in their respective “settings.” Dr. 
Shepard is at his best in depicting these distinc- 
tions in his own language: 

“There are probably 20,000 physicians now 
devoting part-time service to industry. Many 
are quite satisfactory, others give it a minimum 
of their time and try to do the job from their 
office without going near the factory. Although 
many of the teachers of industrial medicine and 
the specialists in this field will disagree with 
this statement, it is my opinion that almost 
any well-trained physician who is willing can 
develop considerable competence in this field. 
With industrial medicine a slowly but surely 
burgeoning specialty, there are now available in 
almost all parts of the country competent special- 
ists who may be called into the small industry 
to help out with special problems. In fact, in- 
dustry is more accustomed to calling in specialist 
advisers than is the individual private patient. 
With such help at his elbow, the part-time non- 
specialist in industry can deal with the majority 
of medical problems which he will encounter 
in the industry he serves. 

“The physician is molded in the hierarchy of 
academic college, medical school, laboratory and 
hospital. Over the centuries this ancient and 
honored hierarchy has given the public dedicated 
doctors, better prevention and treatment of ill- 
ness and injury, and longer, healthier life. But 
it is a rigid hierarchy, one which shapes char- 
acter. For the physician it tends to become a 
way of life, often the only one he fully under- 
stands. 

“When the physician enters the portals of in- 
dustry, he encounters a different but equally rigid 
hierarchy. There is the same systematic layering 
of personnel according to rank and degree of 
responsibility to which he is accustomed in the 
teaching hospital; the same clearly defined chain 
of command; not a dissimilar system of super- 
vised tutelage with apprentices instead of interns 
and residents. 
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“But the physician’s place in the industrial 
system is quite different from that to which he 
has become accustomed. He is not top man as he 
is in the hospital or his private office. His 
services are strictly secondary to the main pur- 
pose of the business — production at a profit. 
His value depends on his willingness and ability 
to work with others to achieve that main purpose. 
In industry he cannot give orders to all about 
him and expect them to be carried out promptly 
and meticulously. His word is not invariably 
taken as law. Administratively, he must prove the 
value of his recommendations, their reasons, 
probable results and costs. The physician will be 
happy in industry only if he can find satisfac- 
tion in being part of a nonmedical team and can 
work in harmony with the members of this 
team, understanding why he must do things in 
a certain way. In short, industrial health work 
demands things from the physician which may 


not be required of him in other fields.” 

If the private practitioner may come to grasp 
the unique “setting” of the industrial physician, 
he will by that acquisition come to know of his 
continual and continuing dependency upon the 
private practitioner. Through that same process 
will come the knowledge that the industrial 
physician has much to share with the private 
practitioner. The industrial physician knows in- 
dustry and the private practitioner needs to know 
industry. Each man can become an added right 
arm to the other. The ultimate objective remains 
the same and that, as Shepard states, is: 

“Above all, both management and labor have a 
right to expect the physician to be a neutral 
mediator in questions involving health. He must 
be fair to both sides, using his influence to help 
the injured workman obtain the benefits to which 
he is entitled, but also to protect the employer 
against unjustified claims.” 


He Who Gets Squiffed 


o one with regularity may anticipate just what 
published in any periodical will prove to 
spark the widest reader appeal. A few years ago 
this journal, and a little bawdily so, published a 
score or more of those terms that through the 
years have designated the prostitute. That came 
as a natural to a journal dedicated to occupation- 
al health, since that profession may be the world’s 
second oldest, and at any time in history the 
pliers of that trade constituted no mean com- 
pany. Regrettable to relate, that mildly seamy 
item attracted more readers and more reprint- 
ings than a dozen starkly scientific presentations. 
In like manner, alcoholism long has been a 
major headache for industrial physicians. For 
reason unknown, more terms have been applied 
in description of alcoholic intoxication than for 
any other human state. 


Here are just a few: alkied, basted, behind the 
cork, blotto, bottled, bunned, corked, corned, 
cronk, embalmed, fisheyed, fogmatic, fried, fuz- 
zled, geezed, glued, guzzled, hammered, have a 
package on, have a snoot full, high as a kite, 
hipped, jugged, juiced up, lathered, liquored, 
loaded, looped, lubricated, lushed, mokus, mulled, 
oiled, on the sauce, ossified, owly-eyed, packaged, 
pickled, piffed, pifficated, plastered, polluted, pot- 
ted, pruned, raunchy, salted down, scraunched, 
scronched, shellacked, shikkered, shined, slugged, 
smoked, snozzled, soshed, sozzled, spiffed, stitched, 
striped, swacked, swazzled, tangle-footed, tanked, 
vulcanized, woofled, zig-zag. There are 200 
more. 

Under any name and with prejudice for none, 
ethyl alcohol, the world’s “happy water,” goes 
right along exercising the same gentle authority. 
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Accident Record 


Last year about 11,000 American 
women at ages 15 to 64 years 
were killed in accidents, it is 
reported by statisticians of the 
Metropolitan Life Insurance Com- 
pany. Among women at these 
ages, accidents take twice as 
many lives as pneumonia and 
nearly five times aS many as 
tuberculosis. During adolescence 
and early adult life, accidents 
outrank every other cause of 
death among women. 

Motor vehicle accident fatali- 
ties far outnumber those sus- 
tained in any other type of mis- 
hap. and account for three fifths 
of all fatal injuries among white 
women at ages 15-64 and nearly 
half the total among colored 
women. , 

Falls rank second, and fires 
and explosions third as causes 
of accidental death. Only one 
fifth of all fatal injuries among 
women at ages 15-64 occur in and 
about the home. Even more sur- 





prising, fewer than 50 accidental 
deaths a year occur among wo- 
men in industrial places, despite 
the millions of women gainfully 
employed in the United States. 


New Federal Agency 


The strengthening of the Public 
Health Service’s nationwide pro- 
gram to protect the health of 
American workers through the 
creation of a new Division of 
Occupational Health has been an- 
nounced by the Surgeon General. 

The new Division, which re- 
places the Occupational Health 
Program, follows the recommen- 
dation of the Study Group on 
Mission and Organization of the 
Public Health Service, designed 
to place greater emphasis on all 
types of environmental health 
hazards. It provides for “long- 
needed increased efforts” in the 
occupational health fieiad as rec- 
ommended to the Surgeon Gen- 
eral by the Study Group. Dr. 
Harold J. Magnuson has been 
named Chief of the new Division. 


He’s saving 
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ing losses. You can protect your 
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OUR 64th YEAR 


WOODN ARDS 
185 V.Wabash- Chicago, III 


alee wale 
over half a cantuly. 


Telephone: RAndolph 6-5682 


POSITIONS WANTED 


Medical Director: Diplomate, Prev Med, 
(cert’d, Occupl) ; Doctor of Indus Med degree, 
Univ of Cincinnati; 10 yrs, Indus Med; seeks 
challng post, Calif, NY, Wash, New Eng, No. 
Carolina. 

Medical Director: M.D., Yale Med Schl; 3 yrs, 
Sr. Asst Surg, Publ Hith; 5 yrs, Med Dir, lge 
automotive div; seeks Med Dirshp; west or 
East coast; age 36. 

Medical Director: M.D., Univ of Wisc; 6 yrs, 
med dir & consultant, Ige nationally-known 
co; Also, Clinical Instructor, Indus Med, & 
Lecturer Occupl Hlth, univ med schl; seeks 
Med Dirshp, lge institution, MW, NE or East. 
Medical Director: 39; will take Occup] Hith 
Bds; 13 yrs exper, Med Dir, heavy indus & 
insur; seeks New Engl area; military service 
completed. 

Medical Director: Cert’d Prev Med; 7 yrs, 
group & priv pract; 2 yrs, plant phys to Phys- 
In-Chge, lge important chem co; also, Instruc- 
tor, univ post-grad sch]; seeks Western States; 
Age 42, 

INTERNIST: Board Elig, med & cardio; trnd 
univ hosp; inter’d indus med as a career; 
seeks further exper in adm or clinical capa- 
city; 2 yrs, indus exper as staff phys and dis- 
trict chief; Hahneman; early 30's; prefers 
Pa, N.J., N.Y., Del or eastern seaboard. 

Staff Physician: Passed Part I, Ortho Bds; 
3 yrs, priv pract; seeks Indus Med career: 
any locality; Age 33. 

Staff Physician: MPH, Univ of Mich; M.D., 
Colo; 1 yr, post-grad, Indus Hith, Harvard: 
6 yrs, Indus Phys, important oil co; seeks 
full-time indus hlth wk—dir active med, Indus 
Hygiene & Safety progm, Kansas City area; 
Age 36. 

Staff Physician: Interested indus post, leading 
te Med Dirshp; 10 yrs, private, general pract 
includg 7 yrs as med examiner, lge electric 
mfgr co; capable genl & ortho surg; any 
locality; early 40's. 

Staff Physician: 35, post-zgrad work; aviation 
med & atomic-biological-chemical defense; 1 
yrs, priv pract & 1 yr, indust wk; seeks area 
west of Rocky Mtns. 

Staff Physician: Seeks primarily foreign appt, 
will consider others; 2 yrs, priv pract; 4 yrs, 
Indus Med; age 34. 

Staff Physician: 7 yrs, owned & oper’d 50 bd 
hsp; wishes change in med career; seeks In- 
dus post combining med abil with adm, coun- 
seling or clin rsrch; prefs SW or MW, but 
will locate anywhere; Age 35. 


POSITIONS OPEN 


Medical Director: Full charge, entire program: 
13 plants, coast-to-coast; major co, rapidly 
expanding; should be Board Internist w/good 
clinical & indus exper—prefer one Cert’d Oc- 
cupl Med; to $40,000; E. 

Associate Medical Director: Clinical medicine 
as applied to elaborate executive hith prog; 
requires Bd Internist: over $20,000; Bay Area, 
Calif. 

Assistant Medical Director: Duties, over-all 
planning, directing staff phys & med services 
for all regional plants of important lge co; 
hdqtrs, west coast; req’s int med bekernd, 
OM trng & indus exper; very substantial. 
Industrial Physician: (a) Rsrch div, lge co; 
7500 emply ; shld have strong interest in career 
indus med; exper not nec; excl sal, fringes & 
bonus; lIge city; sevl med schls; MW. (b) 
Dipl or Elig; join 3 young AAGP’s; $12,000 
1st yr, followed by increases, bonus, prtnr- 
shp; fringe benefits; Hawaii. (c) Southerner, 
qual as chief w/some int med exper; major 
co; about $15,000 plus excl benefits; Alabama. 
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To keep pace with a changing 
technology and multiplying haz- 
ards in the work environment, 
the Division will carry out an 
expanded research program di- 
rected at developing better tech- 
niques, materials, and equipment 
for use in the prevention, diag- 
nosis, and treatment of occupa- 
tional disease. Major research 
efforts will be intensified in toxi- 
cology and in related fields of 
clinical medicine, engineering, 
chemistry, and physics. In addi- 


tion, the physiological and psy- 
chological factors in the work en- 
vironment will come under more 
penetrating study. 

Greater emphasis will also be 
focused on the training of per- 
sonnel in occupational medicine 
and nursing and in industrial hy- 
giene to meet the need of this 
rapidly growing field. The Divi- 
sion will work with academic 
institutions and other groups to 
help develop the necessary pro- 
fessional resources. 
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CAMP-ANDERSON 
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Easy-to-use, one-piece unit 


A simple one-piece apparatus for low- 
er extremity skin traction, the Camp 
Anderson Legging is fabricated with 
attached straps and buckles so it may 
be applied by inexperienced hospital 
personnel. Made from skin-adhering 
foam rubber covered with soft, strong 
coutil with an aerated elastic back in- 
set for shaping to the leg. May be 
washed or autoclaved. 


CAMP HEAD HALTER 
Available in complete set or individual units 


The improved Camp Head Haiter is 
lined with foam rubber vulcanized to 
strong tackle twill for patient comfort 
and better fit. Camp's side buckle 
opening feature permits presetting by 
doctor or patients for easy donning 
and removing in the hospital or at 
home and makes it possible to apply 
the halter without movement of the 
patient's head. The notched spreader 
bar affords use in varying widths. 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 
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A third area of major expan- 
sion is in state aid services, de- 
signed to support and assist 
official agencies in the develop- 
ment and operation of occupa- 
tional health programs through- 
cut the nation. 

The Division will also be 
responsible for stimulating effec- 
tive community and _ industrial 
efforts to supply occupational 
health services. 

Research and technical services, 
as well as training activities, will 
be carried out at Cincinnati, 
Ohio. State aid activities, 
occupational health nursing 
consultation, and_ studies 
and consultation relating to 
employee health programs 
will be centered at the Divi- 
sion’s administrative head- 
auarters in Washington, D. 
C. 

Dr. Harold J. Magnuson, 
designated Chief of the new 
Division of Occupational 
Health, has directed occu- 
pational health activities of 
the Public Health Service 
for the past four years. 
Previously, he had served 
as chief of operational re- 
search for the Service’s 
venereal disease program. 
Dr. Magnuson received his 
M.D. in 1938 from the Uni- 
versity of Southern Cali- 
fornia and the degree of 
Master of Public Health in 
1942 from the Johns Hop- 
kins School of Hygiene and 
Public Health. He was com- 
missioned in the Public 
Health Service in 1941. 





Money for Research 


Facts about fellowships for 
health research provided by 
federal and  nongovern- 
mental agencies are now 
available in a single report, 
“Fellowships for Health 
Research,” issued by the 
National Health Council. 
Based on a meeting of the 
Council’s Committee on Re- 
search, the report contains 
information about the fel- 
lowship and _ traineeship 
programs of four federal 
and 22 nongovernmental 
agencies. 

Opportunities for ad- 
vanced education available 
through the National Re- 
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search Council, the National 
Science Foundation, the Office of 
Education (National Defense 
Education Act), and the U. S. 
Public Health Service are de- 
scribed. A tabulation of nongov- 
ernmental fellowships includes 
information on fellowships ob- 
tainable from voluntary health 
agencies, foundations, insurance 
and pharmaceutical organiza- 
tions. 

The report gives details about 
the types of research fellowships, 
eligibility, the amount of the 
awards, the length of time for 
which the fellowships are award- 
ed, location of training, and the 
time schedule for applications. 


Included also are summaries of 
presentations at a 1960 meeting 
of the Council’s Committee on 
Research which provide valuable 
background information about 
the fellowship programs. 

Copies of “Fellowships for 
Health Research” may be pur- 
chased for $1.00 from the Na- 
tional Health Council, 1790 
Broadway, New York 19, N. Y. 


Occupational Dermatitis 


The Bureau of Occupational 
Health of the California Depart- 
ment of Public Health has issued 
a report entitled “Occupational 
Dermatitis in California.” Out- 
standing items in this brochure 
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are quoted: 

“In 1958, 9,126 cases of occu- 
pational dermatitis were reported, 
exclusive of poison oak. Three- 
fifths of these cases were re- 
ported as contact dermatitis. 
Hands and wrists were the sites 
most frequently reported. Physi- 
cians indicated that 50% of the 
cases would require treatment up 
to 28 days and that 10% would 
require even longer treatment. 
Although complete data are not 
available, women appear to be 
more susceptible than men to oc- 
cupational dermatitis. On 20% of 
the cases reported, the physician 
indicated that time would be lost 
from work. Manufacturing and 

agriculture are the industry 
categories where workers are 
at highest risk. A wide variety 
of dermatitis-producing agents 
were reported and these varied 
by industry group.” 

“In 1958 there was an aver- 
age of 5,619,900 employed per- 
sons in California, of which 
about 80% were covered by 
workmen’s compensation. The 
incidence of dermatitis cases 
among workers in covered em- 
ployment was two per 1,000 
workers.” 

Among the major causes of 
occupational dermatitis, acids, 
alkalis and other chemicals 
stand first being responsible 
for about 17%. Next in order 
comes food products with 10%, 
parasitic agents 7%, solvents 
7% and soaps and detergents 
6%. At the lower end of the 
scale may be found radiant 
energy which is_ responsible 
for about 1% of the cases. 

With respect to classes of 
workers, unskilled laborers 
stand at the top as presenting 
about 279% of all dermatitis. 
This is followed by carpen- 
ters, plasterers, cement work- 
ers, painters and electricians. 

While some compilations 
provided cause certain indus- 
tries or trades to stand out 
boldly as the source of occupa- 
tional dermatitis, these figures 
reflect only the number of such 
pursuits or their size. Other 
compilations relate the number 
of cases to the total number 
of workers exposed. Only then 
does the frequency rate be- 
come apparent. On this basis 
it is established that plastic 





fabrication and kindred occupa- 
tions head the list of offenders 
with a rate of 12.5 cases per 
1000 persons exposed. It is noted 
with astonishment that the manu- 
facture of petroleum products, 
an outstanding industry in Cali- 
fornia, provided one of the lowest 
frequency rates of all, being only 
0.5 cases per 1000 workers. 


Water Pollution 


Today the quality of the coun- 
try’s tap water is matched by 
few countries anywhere in the 
world. To keep it that way in the 
face of mounting difficulties is 
the serious challenge ahead. 
One of these difficulties is the 
sheer volume of wastes created 
by a rapidly growing urban civili- 
zation. Many people have wit- 
nessed within their own lifetime 
the “death” of a stream from 
the discharge of waste in volumes 
beyond its capacity to absorb. The 
visible evidence — in the form 
of odors and unsightliness, the 
disappearance of game fish, and 


the decline in boating and other 
water recreation — is unmis- 
takable. 

A second difficulty stems from 
the changing composition of 
municipal and industrial wastes. 
Before World War II waterborne 
epidemics and sporadic disease 
outbreaks were usually localized 
and mainly caused by known, 
living, bacterial organisms which 
could be quickly identified and 
brought under control. Today the 
problem of controlling pollution 
is vastly more complex because 
a changing industrial technology 
has created a whole new range 
of contaminants, mostly chemical 
in nature, which spread far »e- 
yond their source, are extremely 
difficult to identify and control, 
and whose long-range effects on 
human beings are unknown. It 
will probably turn out, indeed, 
that what we don’t know can 
hurt us. 

The enormous expansion of the 
synthetic chemical and _petro- 
chemical industries in the last 


two decades has in itself created 
a major new facet to the water 
pollution problem. The residues 
of millions of pounds of deter- 
gents, insecticides, herbicides, 
solvents, cleaners, and other syn- 
thetic compounds now find their 
way into wetercourses either in 
the course of the manufacturing 
process or in the use of the pro- 
duct by the consumer. 

With a booming nuclear tech- 
nology already in being, we must 
guard against the potential haz- 
ards of radioactive contamination 
of water. Of even more immedi- 
ate significance is thermal con- 
tamination from use of water by 
industrial plants for cooling. Re- 
turning water to a stream at a 
higher temperature than when 
it was withdrawn reduces oxygen 
content and impairs the stream’s 
natural purification potential. If 
stream temperatures are high 
enough, they destroy oxygen- 
producing algae. Fish kills are a 
sure sign that this is happening. 

Many of these new types of 


CLINICAL HAND WASHING TESTS 


PROVE 


CREME HAND CLEANER mus 


By reducing the number of bacteria and fungi accumulating 
on workers’ hands, the probability of skin irritations and 
industrial dermatitis is diminished. In a recent clinical 
test} subjects representing a wide range of occupations 
used Go-Jo Creme Hand Cleaner for twelve days. Upon 
comparing skin bacterial counts, it was found that the regu- 
lar use of Go-Jo Creme Hand Cleaner was accompanied by a 
statistically significant reduction in the numbers of bacteria 
and fungi. The reduction was greater than 99% of the origi- 
nal count. 


*Price Hand Washing Test (Jour. Amer. Med. 
Assoc. 111,1993-96,1938), as performed by 
an independent microbiological testing labo- 
ratory (name on request). 


LET Go-Jo CREME HAND 

CLEANER WORK IN YOUR 
PLANT TO HELP PREVENT 
INDUSTRIAL DERMATITIS. 
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OR FURTHER INFORMATION 
WRITE: DEPT. IMSIO6 


MANUFACTURERS OF 


Box 991 go-jo PRODUCTS — zs; 


Akron 9, Ohio 


GOJER, Inc. 





wastes are partly or wholly 
unaffected by present water and 
sewage treatment processes. Some 
even interfere with treatment 
processes. It is known, however, 
that tiny amounts of such con- 
taminants remain in the water 
people actually drink. 

The concentrations of these 
pollutants in water are not large 
enough to cause immediate or 
acute effects on human beings. 
But this is scarcely reassuring — 
particularly if we recall the well- 
known story of the women who 
tipped tiny brushes in _ their 
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for the uncomfortable patient 


for the distraught patient 


mouths as they painted radium 
watch dials in the 1920’s. At that 
time, of course, it was not known 
that exposure to radium in such 
small amounts could cause can- 
cer. Many years later nearly all 
developed the disease in some 
form and began to die one by one. 

Today public health authorities 
are seriously concerned over the 
possible long-range toxic effects 
on Americans of the wastes which 
are byproducts of the civilization 
they have created. 

The serious public health im- 
plications of the Nation’s present 


and future water resources prob- 
lem will be discussed, along with 
other aspects of the problem, at 
the National Conference on 
Water Pollution next December. 
The Conference, which is receiv- 
ing the enthusiastic support of 
civic, industrial, and labor groups 
throughout the country, will be 
attended by well over 1,000 of 
the nation’s leading professional 
and technical people in the field 
as well as by representatives of 
national organizations. 

—Bulletin of the National Conference 


on Water Pollution, U. S. Public 
Health Service, Sept. 2, 1960. 





~ eat 


for the evertired patient 


relaxing, restful sleep 


without barbiturates, bromides or narcotics 


somines 


SOMINEX contains no barbitu- 
rates, bromides or narcotics. It is 
designed specifically as a bedtime 
sedative, and should not be used 
as a daytime tranquilizer. 

In SOMINEX, the safe sedative 
action of methapyrilene is 
enhanced by scopolamine and 
salicylamide. The total effect is 
one of safe sedation without 
hang-over or danger of habitu- 
ation. No prescription is required. 
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THE SAFE SOMNIFACIENT 


Each SOMINEX tablet provides: 
Methapyrilene HCl, 25 mg.; sco- 
polamine aminoxide HBr, 0.25 
mg.; salicylamide, 200 mg. Dos- 
age: 2 tablets one-half hour be- 
fore retiring. Some patients will 
require only one tablet. Supplied: 
vials of 18 tablets. 


For a complimentary supply, 
please address your request to: 
Dept. SC, J. B. Williams, Inc., 
711 Fifth Avenue, New York, N.Y. 


Trailer Clinic 


A mobile medical department 
brings medical services to em- 
ployees of the Dow Chemical 
Co., Midland, Mich. The mov- 
ing trailer plays a threefold 
role as a hearing conservation 
center, first-aid station for 
Civil Defense, and as an ex- 
tension of all medical depart- 
ment services. The mobile 
trailer saves employees’ time, 
says Medical Director Dr. 
Harold L. Gordon, by bring- 
ing medical aid to the job, 
eliminating long trips to the 
medical department by work- 
ers from outlying locations. 


-From Indusir‘al Relations News, 
Sept. 3, 1960. 


Abstract Service 


The International Labor Office, 
in cooperation with the Inter- 
national Social Security Asso- 
ciation and national safety 
and health institutions from 
28 countries, has established 
in Geneva, Switzerland, a new 
| information service known as 
| CIS — the International Occu- 
| pational Safety and Health 
Information Center. The CIS 
abstracts the literature and 
legislation of many countries 
dealing with all aspects of oc- 
cupational safety and health. 
Abstracts are printed on 3 
x 5 cards and give a biblio- 
graphic reference, an English 
summary, and a classification 
number. Some 4,000 to 5,000 
abstracts will be issued yearly. 
Subscriptions cost $40 a 
year. Checks should be sent to 
the International Labor Office, 
Washington Branch, 917 Fif- 
teenth Street, N.W., Washing- 
ton 5, D. C. 








MEET THE SHREWDEST “PRIVATE EYES” 
IN THE BUSINESS 


When it comes to getting the low-down on fine tobacco, nothing outsmarts 
these ingenious machines at the American Tobacco Research Laboratory 


IT’S ELEMENTARY, DR. WATSON: Where there’s smoke, there 
are volatile constituents that affect taste. To study them, 
American Tobacco researchers condense smoke vapors, 
distill, collect and separate components with the complex 
apparatus shown here. 


THE HEAT’S ON: To answer such vital questions as the 
temperature and the combustion products formed at the 
burning zone in tobacco, the research laboratory is equipped 
with X-ray equipment (left), tobacco-burning equipment 
(center) and temperature-recording device (right). 


A SOLID CASE: A typical American Tobacco invention is the 
cigarette-smoking machine, now widely used throughout the 
industry. The machine collects nicotine and smoke solids on a 
filter. Scores of tests have been developed to examine the 
collected solids, 
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HAVE ISOTOPES —WILL TRAVEL: No scientific detective story 
is complete without radio isotopes. American Tobacco has 
pioneered in radiological studies of tobacco. In this new, 
ultramodern laboratory, such studies as raising tobacco in a 
radioactive CO, atmosphere are conducted for test purposes. 
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TRACKDOWN: American Tobacco specialists utilize all the 
important analytical instruments now available to test and 
examine tobacco and materials used in tobacco. Here, in one 
of countless tests, a flame photometer determines mineral 
constituents of tobacco. 








CIGARETTE RESEARCH 














HE special world your little one 
lives in is only as secure as you make it. Security begins with saving. 
And there is no better way to save than with U.S. Savings Bonds. Safe— your 
interest and principal, up to any amount, guaranteed by the Government, 


Sound— Bonds now pay 34% when held to maturity. Systematic— when 


you buy regularly through your bank or the Payroll Savings Plan. It’s so 


convenient and so wise—why not start your Savings Bonds program today? 
Make life more secure for someone you love. 
The U.S. Government does not pay for this advertisement. It is 


donated by this pu'lication in cooperation with the Advertising 
Council and the Magazine Publishers of America. 





THE FINE NEW 
ELECTROCARDIOGRAPH 





CAMBR 
ERSATILE ELECTROCARDIOGRAPH 


The “Versa-Scribe” is a completely new instrument 
offering features of convenience, superior perform- 
ance ond versatility not now available in any other 
portable direct- -writing Electrocardiograph. 

Use of the most modern electronic techniques, 
including transistors and printed circuits, combined 
with the craftsmanship of skilled instrument makers 
of long experience, has not only made possible a 
superior performing electrocardiograph, but one pos- 
sessing fine appearance, small size (5%4” x 10%” 
x 17”), and low weight — 20 pounds. 

Send for literature or a demonstration, Doctor. 
The “Versa-Scribe” will be your “electrocardiograph 
of choice.” 

lt does more — better! 


CAMBRIDGE ALSO MAKES 


“Versa-Scribes”, Multi-Channel Record- 
crs, “Simpli-Scribe’’. Direct Writer Electro- 
cardiographs, Audio-Visual Heart Sound 
Recorders, Operating Room Cardioscopes, 
Pulmonary Function Testers, Educational 
Cardioscopes, Dye-D‘lution Curve Record- 
ers, Huxley Ultra Microtomes, Plethysmo- 
graphs, Electrokymographs, Research pH 
Meters, Instruments for Measuring Radio- 
ctive Emissions. 


CAMBRIDGE INSTRUMENT CO., Inc. 


Graybar Bldg., 420 Lexington Avenue, New York 17, N. Y. 
Cleveland 2, Ohio, 8419 Lake Avenue 
Detroit 2, Mich., 7410 Woodward Avenue 
Oak Park, IIl., 6605 West North Avenue 


Jenkintown, Pa., 479 Old York Road 
Silver Spring, Md., 933 Gist Avenue 


CAMBRIDGE 
ELECTROCARDIOGRAPHS 


PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH 








SCHUCO MEDI» SPRAYS ARE ALSO AVAILABLE IN 
NEW 5 & 7 UNIT HOSPITAL KITS... INCLUDES FREE 
METAL RACK FOR DESK, WALL OR PORTABLE USE!! 


SLAULO 
SCHUCO INDUSTRIES CHUL 
Division Of SCHUELER & COMPANY 
75 Cliff St, New York 38, N. Y. 


0 Please Rush Complete Literature And Prices On Entire 
Schuco MEDI*¢SPRAY Line. 


© I Would Like A Free Demonstration. 

Bill Through Dealer (Name) 

Name. 

Address. 

City. State 
Ordered By 
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Robert Foss, 


veteran SBS soap counselor 
in the Wisconsin-Minnesota 
area, hos helped scores of 
plants find economical solu- 
tions to their wash-up and 
hygiene probiems. Here's 
his report cn a metalwork- 
ing plant employing better 
than 3800 workers: 


“We found this plant’s washroom costs way up! The powdered 
and liquid soaps provided in the washrooms were being wasted 
by the handfuls. Result: unsightly washbasins, slippery floors, 
excessive soap and housekeeping costs. In addition, these soaps 
proved only partially effective against the more irritating, 
difficult-to-remove soils in the plant. 


We showed them how much more effectively and economically 
SBS 60 can do the job. Formulated especially for industrial 
use, this quick-acting cream deodorant soap is virtually im- 
possible to waste ... is equally safe on face, hands or body 
. »» and removes ali the general soils found in this plant.” 


Money-saving suggestions like this begin 


& with OPERATION PINPOINT ~a thought- 
fi provoking presentation filled with facts 
Fo about skin hygiene and washroom main- 
Re tenance. The SBS soap counselor serving 
your area can pinpoint the right soap to 

= 











do every skin cleansing job best and at low- 
est cost in your plant. Let him show you 
OPERATION PINPOINT .. . just call 


your nearest SBS office, collect. 


the washword of indusbu 
sugar beet products co. 


SAGINAW, MICH. © Los Angeles, Calif. © Newark, N. J. 
CANADA: Chemical By-Products, Ltd., Toronto, Ontario 
ee ae © 


lite. 


She doesn’t depend on crossed fin- 
gers to safeguard her health. She 
knows many types of cancer can be 
cured if treated in time, so she sees 
her doctor at the first sign of some- 
thing wrong. 


CHIPPER . 


CHARLIE 


Her husband Charlie has never been 
sick a day in his life. But he knows it 
can happen to him, so he gets a reg- 
ular checkup every year. 


Lucy and Charlie also con- 
tribute generously to the 
American Cancer Society 
Crusade because they know 
this is the best way to help 
conquer cancer. Guard your 
family — fight cancer with a 
checkup and a check. Send 
your contributions to 
“Cancer,” in care of your 
local post office. 


AMERICAN CANCER SOCIETY 





‘...A SIGNIFICANT MAJOR ADVANCE IN 
THE MANAGEMENT OF TINEA CAPITIS.’ 


— GRIFULVIN | 


Griseofulvin: 


FIRST ORALLY EFFECTIVE AGENT IN RINGWORM 


WELL TOLERATED + OBVIATES NEED FOR X-RAY EPILATION 
* USUALLY CLEARS SCALP RINGWORM WITHIN 4 TO 6 WEEKS 


Dosage: Adults— 250 mg. q.i.d. or 500 mg. b.i.d. Children—According to weight, 
250 mg. to 1.0 Gm. dailypin divided doses. 


Supplied: new 500 mg. scored yellow tablets, bottles of 20 and 100; and 
250 mg. scored aquamarine tablets, bottles of 16 and 100. 
Newcomer, V. D., et al.: A.M.A. J. Dis. Child. 99:585, 1960. 


o 





McNEIL LABORATORIES, INC + PHILADELPHIA 32, PA. 


[McNEIL | 



















Tinea capitis, 
béfore 
Grirutvin. 
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After 5 weeks’ 
treatment with 
er Tran) aa B 
(Photo taken 
142 months 
after discon- 
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for the silent syndrome”... 


i 
“the unmentioned edema, mood changes, 
G/ distress, preceding menstruation : 
a comprehensive therapy 
J 
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HYDRODIURIL™ with MEPROBAMATE, « “en 
. 


HYDROCHLOROTHIAZIDE 


fo relieve the s mptom 


for EDEMA. 
CYCLEX provides the prompt 


diuresis of HYDRODIURIL 

for rapid reduction of 
weight gain, breast fullness, 
abdominal congestion 


for MOOD-CHANGES... 
CYCLEX supplies the effective 


relief of meprobamate for nerv- 
ousness, irritability, tension, 
nausea, malaise, insomnia 


for GI DISTRESS... 
CYCLEX affords quick-acting 


relief of nausea and “ete! 

. a a ss * *,*.°." “* * ee 
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premenstrual tension. sete 
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SUPPLIED: CYCLEX Tablets 


ation on CYCLEX 


to physici 
West Point, Pa. 


One CYCLEX Tablet 1 or 2 
times daily, beginning when 


menstrualtension with edema, 
hydrochlorothiazide and 200 
MERCK SHARP & DOHME 
Division of Merck & Co., INC. 


Each tablet contains 25 mg. of 
mg. of meprobamate. 


are supplied in bottles of 100. 
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INDICATION: CYCLE is in- 
dicated for the relief of pre- 
symptoms appear and contin- 
CYCLEX and HYDRODIURIL 

are trademarks of Merck & Co, 


USUAL DOSAGE: 


Additional inform 


is available 
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*ideal for the hospital 
ake mm dalam elel-\\amel i lalle 


EK-IIll console 


ECG accuracy and convenience are skillfully 
combined in the new Burdick EK-III Console 
Electrocardiograph — especially adapted for 
hospital use. The built-in recording unit features 
greatly simplified paper loading, finer definition 
with a tubular stylus, fast switching from lead 
to lead, and both 25- and 50-mm. speeds. Easy 
mobility plus ample storage and work space are 
also important features of the EK-III Console. 


Recessed, removable 
Electrocardiograph 


Working space on 
cabinet top 


Ample drawer capacity 
Retractable line cord 


Large, easy-rolling 
casters 


Convenient handle bars 


VERSATILE « CONVENIENT ¢ DEPENDABLE 
a THE BURDICK 

~ Borardedk- CORPORATION 
———_ | MILTON, WISCONSIN 


Branch Offices: New York ¢ Chicago * Atlanta * Los Angeles 
Dealers in all principal cities 
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A DISTINGUISHED NAME 
IN HYDRO- AND PHYSICAL 
THERAPY EQUIPMENT 


<< 


HM-655 
COMBINATION ARM, 
LEG or HIP UNIT 
(Stationary) 


For subaqua therapy. 
Stainless steel tank -with 
electric turbine ejector 
and thermostatic mixing 


MA-105 

MOISTAIRE HEAT 

THERAPY UNIT 

Delivers temperature-con- 
trolled moist heat safely and 
effectively. Complete with 
stainless steel treatment hood, 
table, latex foam table pad, 
nylon moistureproof curtains 
and 4-quart filling can, 


ILLE i ong alemmenel- i102 alel. | 
Reach Road, Williamsport, Pa 





NOW a truly definitive answer 
to an ever-present problem 


LASS CE onus me 


menstrual cup 


You can prescribe Tassette with full assurance that 
your patient will find a safe, effective and completely 
acceptable answer to her menstrual control problem. 
Tassette, made of soft pliable rubber fits anatomically at 
the mid point of the vaginal wall and acts as a catch basin 
for the menstrual flow (see anatomical drawing). It is 
easily folded, needs no inserter, and can be simply 
emptied and replaced as needed. Tassette requires no 
measurements or fitting, and can be worn with complete 
comfort at all times. 

Tassette permits your patient to swim, dance and 
engage in any activity because it catches the flow and 
seals it off completely. Thus there is no odor or possibility 
of leakage or staining as may occur during periods of 
heavy flow when tampons are used. There is no danger 
of chafing, irritation or infection, and no belt is required, 
as with ordinary sanitary napkins. 

Tassette has many medical applications other than 
its use as a menstrual cup. During the intermenstrual 
period it provides the most satisfactory and safe method 
for collecting vaginal, cervical or uterine secretions for 
diagnostic purposes. Tassette has also been used to insure 
against leakages in vesico-vaginal fistula. 

Modern internal menstrual control is now accepted 
by the medical profession and Tassette is widely recom- 
mended by gynecologists in place of sanitary napkins and 
tampons. In order to acquaint you with Tassette this spe- 
cial offer is made: Send $3.50 (reg. price $4.95) for one 
Tassette with corjiplete directions, postage prepaid. Tas- 
sette guarantees satisfactory use for two years or your 
money back. 
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Mail this coupon I Cash Please send me_______ Tassettes. Enclosed is $ 
with cash, check or 

money order to | 0 Check Name 
TASSETTE, Inc. 
170 Atlantic Square 
Stamford, Conn. | City State oe 








[] Money Order Street 
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do you have a problem in 
industrial dermatitis? 


SMICGOoube 


SILICONE SKIN PROTECTANT 


Silicote provides an effective barrier against a wide range of skin irritants. 
It adheres to the skin, is not easily removed, and, when properly applied, 
can not be seen nor felt on the skin, permitting workers performing delicate 
tasks to stay on the job. 


PROTECTS AGAINST 

—water, acids, alkalies, foods, organic materials, resins, cement, tanning 
solutions, inks, polishes, woods, glue, coolants, soluble cutting oils, rub- 
ber, plastics, synthetics, dyes, metals, paints, lacquers, thinners, etc. 


IN TREATMENT 
of contact dermatoses, Silicote clears up many cases not responsive to 
other therapy. 


Silicote is the only preparation containing 30% silicones (dimethicone) in specially 
prepared petrolatum base. Silicote is non-occlusive. 


May we work with you in your particular problem ? Send for clinical supply. 


ARNAR-STONE LABORATORIES, INC. 


225 E, PROSPECT AVE., MOUNT PROSPECT, ILLINOIS 


When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 





FOR THAT EXTRA MEASURE OF RELIEF 
IN SEVERELY PAINFUL RHEUMATIC AND TRAUMATIC DISORDERS 


The addition of the unrivaled anal- 
gesic potency of codeine phosphate 
to PARAFON provides the muscle 
relaxant-analgesic effect necessary 
in severely painful musculoskeletal 
disorders. In these conditions, 
PARAFON with Codeine’ assures 
long-lasting relief of pain, stiffness 
and disability on low, practical dos- 
age. Side effects are rare and seldom 
severe enough to warrant discon- 
tinuation of therapy. 

dosage: One to two tablets 3 or 4 
times a day. 

supplied: White, compressed tab- 
lets, imprinted McNEIL, bottles of 
24. Each tablet contains: PARAFLEX® 
Chlorzoxazone* 125 mg., TYLENOL® 
Acetaminophen 300 mg., and co- 
deine phosphate 15 mg. 


*U. S. Patent Pending 


Narcotic for which oral R is permitted 307A59 


| McNEIL | 


McNeil Laboratories, Inc + Philadelphia 32, Pa. 














in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 

e no cumulative effects, thus no need for difficult 
dosage readjustments 

e does not produce ataxia, change in appetite or libido 

e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


e does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


WALLACE LABORATORIES / Cranbury, N. J. 






































